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£ lew role of penicillin administered by mouth 
has been reported on by several investiga- 
tors,!~* and the conclusion seems warranted that if 
the drug is given in sufficiently large doses, cures 
may be expected in susceptible infections. The 
optimal dose, as well as the necessity of preliminary 
or concurrent neutralization of the gastric acidity 
to avoid the inactivating influence of hydrochloric 
acid in the stomach when penicillin is administered 
orally, has been the subject of some controversy in 
the recent literature.2-*.7 To evaluate the latter 
point, penicillin blood levels were determined in a 
control group of over 600 subjects, plain calcium 
penicillin tablets containing a binding substance but 
without incorporated antacid, calcium penicillin 
tablets containing calcium carbonate, sodium citrate 
incorporated as buffers and plain calcium penicillin 
tablets with simultaneous administration of benzoic 
acid being used; the last combination was based 
on a report that benzoic acid is conjugated with 
glycine to produce para-aminohippuric acid and in 
this form competes with penicillin for excretion in 
the urine, thus prolonging and increasing the blood 
penicillin concentrations.® 

The resulting penicillin blood levels at different 
intervals following the administration of these 
various preparations, details of which are presented 
more fully below, indicated that incorporation of a 
buffer such as calcium carbonate or sodium citrate 
in commercial penicillin tablets does not represent 
a necessary adjunct to oral penicillin therapy and 
that the blood levels obtained are not materially 
affected when these antacids are omitted. This is in 
keeping with the conclusion of McDermott et al.° 
that penicillin preparations based solely on protec- 
tion from acid destruction are not superior to 


*From the Children’s Georgetown and George Washington 
Universities Service and the Rapia Treatment Center, Gallinger Munic- 
ipal Hospital. 

ftJunior attending, Children’s Hospital. 

tInstructor in pediatrics, Georgetown University School of Medicines 
instructor in pediatrics, George Washington University School of Medicine; 
director of pediatric instruction, Children’s Hospital. 

Gibedies! officer in charge, Rapid Treatment Center, Gallinger Munic- 
ipal Hospital. 


penicillin alone. Similarly, benzoic acid did not 
produce an increase or prolongation of the blood 
level when administered simultaneously with oral 
penicillin. Another point emphasized by this study 
was the noticeable variation in the blood levels 
achieved with the same oral dose of penicillin in 
different subjects; there also was considerable varia- 
tion in the blood concentrations in the same subject 
from time to time when the same oral dose was 
employed. The penicillin titer in a given person 
was thus found to be somewhat unpredictable after 
oral administration. When the dose of oral peni- 
cillin was doubled or quadrupled, a comparable in- 
crease in the blood level did not result. 

In the present series penicillin was administered 
orally in a total of 150 cases, including gonorrhea, 
subacute bacterial endocarditis, pneumonia, syphilis, 
cellulitis, impetigo and streptococcal pharyngotonsil- 
litis. There were 76 children and 74 adults. Plain 
calcium penicillin tablets|| (without incorporated 
antacid) containing 25,000 units were employed in 


the treatment of 130 cases, and in 5 cases, tablets 


buffered with sodium citrate|| were used. Inthe 
other 15 cases a double gelatin capsule containing 
100,000 units of penicillin was administered. 


RESULTS 
Gonorrhea 


A total of 96 patients with gonorrhea were treated 
with penicillin by mouth. Of these, 63 were adults 
and 33 were children ranging in age from three to 
nine years (Table 1). In the adult group an arbi- 
trary dosage schedule of 50,000 units of penicillin 
was administered every three hours for six doses, 
or a total of 300,000 units. The duration of therapy 
between the first and last dose was thus fifteen 
hours. The diagnosis was established prior to the 
institution of therapy by the demonstration of the 
organism on culture as well as on smear. Of the 
63 cases treated, 57 were cured, and 5 were failures; 
a patient who had had negative cultures following 

||Kindly supplied by the Upjohn Company, Kalamazoo, Michigan. 
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therapy returned a month later with a recurrence 
of the urethral discharge. He had had several 
sexual exposures during this hiatus, and this recur- 
rence probably represented a reinfection rather than 
a relapse. Among the 51 men in the group there 
was only one failure, whereas among the 12 women 
there were 4 failures, 2 of which occurred in pregnant 


women. 


Of the 33 children all were girls except one. The 
total dosage employed ranged between 200,000 and 
500,000 units, the majority (24 patients) receiving 


THE NEW ENGLAND JOURNAL OF MEDICINE 


May 29, 1947 


carditis with penicillin administered orally when 
the organism was relatively sensitive. The case 
summary is as follows: 


M. P., an 11-year-old girl, was seen on April 4, 1945, when 
a diagnosis of interventricular septal defect and probable 
subacute bacterial endocarditis was made. She was admitted 
to the hospital on the same day. 

A heart murmur had first been noted when the patient 
was 14% months old. Cyanosis and dyspnea had not been 
present at any time. Development had been normal, and 
the past history was essentially irrelevant. Four weeks 
prior to admission she complained of easy fatigability and 


TaBLe 1. Results of Oral Administration of Penicillin in the Treatment of Gonorrhea. 


Form Tota, Dosace Duration Cures Possis.e 
Type or DISEASE OF OF Rein- | 
Drauc THERAPY FECTIONS 
Oxford units hr. 
Acute gonococcal urethritis Tablet 300,000 (50,000 15 49 1 1 
every 3 hours) 
Capsule 300,000 (50,000 6 1 1 _ 
: every 3 hours) 
Acute gonococcal vulvovaginitis Capsule 300,000 (100,000 6 1 1 _ 
every 3 hours) 
Capsule 400,000 (100,000 9 9 ome eien 
every 3 hours) 
Tablet 300,000 15 7 4 
every 3 hours) 
Tablet ,000 (50,000 28 10 2 _ 
every 4 hours) 
Tablet 200,000 etna 28 5 2 _ 
every 4 hours) 
Tablet 500,000 (50,000 36 1 _ 1 
every 3 hours) 


either 300,000 or 400,000 units. There were failures 
in 5 cases. The gonorrheal discharge usually dis- 
appeared in eight to twenty-four hours. 

In a total of 96 cases there were failures in 11 — 
a recovery rate of 89 per cent — with the use of 
at least 300,000 units (50,000 units every three or 
four hours) in over three fourths of the patients 
treated. The results are comparable to those ob- 
tained when approximately 100,000 to 150,000 units 
of penicillin is injected intramuscularly. The fact 


that 10 failures occurred in female patients is in’ 


keeping with the premise that the criteria as well as 
the achievement of cures of gonorrhea may be 
somewhat more difficult in females than in males 
when oral penicillin is employed. Regarding the 
optimal dose of oral penicillin in the treatment of 
gonorrhea, no categorical statement is possible 
until a greater number of cases have been treated. 

It is important to emphasize the fact that the 
indiscriminate use of oral penicillin in the treatment 
of gonorrhea without adequate supervision should 
be discouraged. All. patients should be serologically 
tested for syphilis prior to the institution of therapy, 
and the tests should be repeated at monthly inter- 
vals for three months to avoid the possibility of 
giving subcurative doses to those with associated 
syphilis. 


Subacute Bacterial Endocarditis 


It was deemed of some academic interest to 
attempt to treat a case of subacute bacterial endo- 


copious night sweats; a persistent fever with daily tempera- 
ture elevations was observed. : 

Physical examination revealed a well developed and well 
nourished girl who appeared pale but not acutely ill. No 
petechiae were noted. The second left upper molar tooth 
was decayed and loose. A harsh loud systolic murmur with 
maximum intensity in the 3rd and 4th interspaces about 
2 cm. to the left of the sternum was present and was trans- 
mitted over the entire precordium. There was an intense 
systolic thrill in the area where the murmur was loudest. 

he spleen was not palpable, and the remainder of the 
physical examination was negative. The temperature was 
103°F., the pulse 128, and the respirations 27. An electro- 
cardiogram was normal. A roentgenogram of the chest 
showed moderate enlargement of the right and left ventricles. 

Three cultures taken on April 21, 22 and 24, respectively, 
showed the presence of thirty, forty-four and twelve col- 
onies of Streptococcus viridans per cubic centimeter of blood. 
The strain showed a sensitivity range to penicillin of from 
0.05 to 0.1 Florey units. Repeated sedimentation rates 
ranged between 30 and 45 mm. per hour (Wintrobe), and a 
hemogram showed evidence of a moderate degree of anemia. 

he temperature during the first 2 weeks under observa- 
tion showed a daily rise between 100 and 103.4°F. Specific 
therapy was started on April 29. Sodium penicillin was 
prepared in double gelatin capsules, and 100, units was 
iven every 3 hours. The patient was Ere a soft, fat-free 
iet with moderate limitation of fluids, and the feeding 
schedule was slightly changed so that at no time was peni- 
cillin given simultaneously with a meal. Eight hours after 
the initiation of oral penicillin the temperature fell from 
102°F. to normal and remained normal thereafter except for 
a transient rise to 100°F. on the 9th day, at the time of the 
extraction of the decayed tooth. 
blood culture obtained 12 hours after the start of treat- 
ment showed no growth, and daily blood cultures taken 
during the entire period of 2 weeks during which the patient 
received penicillin were negative. Penicillinase was added 
to the broth in one of the cultures, and no growth was ob- 
served. 

The patient received 100,000 units of penicillin as a single 

dose every 3 hours for 14 days —a total dose of 11,300,000 


\ 
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units. No toxic symptoms were observed. White-cell counts 
made every other day were normal; the sedimentation rate, 
however, remained moderately rapid. Five blood transfusions 
of 250 cc. were given over a period of 2 weeks to combat the 
anemia. 

The patient was observed in the hospital for an additional 
9 days after penicillin had been discontinued; blood cultures 
during that period were negative. She was discharged on 

ay 21 and was examined every 2 weeks for the ensuing 
12 months. The child was given complete freedom in her 
range of activity except for the avoidance of exhaustive play. 
The daily temperature reading was recorded. She remained 
entirely afebrile, numerous blood counts were normal and 
blood cultures taken at frequent intervals during the follow-up 

riod remained consistently sterile. She gained 15 pounds 
in weight. A roentgenogram showed no change in the cardiac 
dimensions. 


Another patient with subacute bacterial endo- 
carditis due to Str. viridans superimposed on a 
congenital cardiac defect was similarly treated for a 
month, during which 20,000,000 units was adminis- 
tered. Blood cultures, however, remained positive 
intermittently during that interval, and after what 
was considered a fair trial, the oral method of 
administration was abandoned and the intramus- 
cular route was initiated. : 

In spite of the striking results obtained with the 
oral administration of penicillin in one of these 
cases, subacute bacterial endocarditis is of such 
gravity that the use of the oral route in this disease 
is not recommended. Undoubtedly, cures could be 
obtained in some cases, but parenteral administra- 
tion offers a more reliable mode of therapy and is 
the treatment of choice. 


Pneumonia 

A series of 17 cases of pneumonia were treated 
with oral penicillin. Of these, 12 occurred in chil- 
dren varying in age from three to twelve years, 
whereas the remainder were in adults. A pneumo- 
coccus was isolated in 9 cases in the pediatric age 
group, and a hemolytic streptococcus was the 
causative organism in the other 3. The 5 cases in 
adults were due to pneumococcus, and in 2 of these 
positive blood cultures were obtained. Penicillin 
sensitivity determinations were not done. In all 
cases the patients were mildly to moderately ill 
prior to the initiation of therapy. 

The usual dosage was approximately 50,000 units 
every three hours in 15 cases -and 100,000 units 
every three hours in the other 2 cases. Penicillin 
therapy was maintained usually for forty-eight to 
seventy-two hours after the temperature had re- 
turned to normal. The total oral dose varied be- 
tween 500,000 and 2,000,000 units in 16 cases, and 
in the other case 8,000,000 units was used; the 
average dose in the 17 cases was 1,500,000 units. 

' With the exception of one patient, the duration 
of therapy varied between one and a half and 
seven days, with an average of four and a half 
days per patient. The temperature returned to 
normal by crisis usually within twelve to thirty-six 
hours after the initiation of therapy in 14 cases, and 
prompt clinical improvement was observed. In no 
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case was a recurrence of fever or leukocytosis, or 
both, following termination of therapy noted. 
There was no perceptible difference between the 
response of the adults and that of the children in 
this series. 

In 3 cases the temperature came down by lysis 
during a period ranging from three to eight days, 
and slow resolution of the pneumonic process was 
observed, requiring six to twelve days. In 1 pa- 
tient, an acutely ill eleven-year-old boy, pneumonia 
due to a Type 14 pneumococcus was complicated by 
an empyema at the time of admission. He received 
480,000 units of penicillin orally each day, a total 
of 8,000,000 units being given for the eighteen-day 
interval during which therapy was maintained. In 
addition, 40,000 units of penicillin was injected 
into the pleural cavity on three alternate days. 
Recovery was gradual, the temperature slowly 
returning to normal by lysis over the course of 
eight days and the empyema subsiding. 

The results obtained with penicillin administered 
orally in the treatment of pneumonia both in adults 
and in children indicate that, in the majority of cases, 
such therapy is efficacious if the drug given is in 
sufficiently large doses. The total dose used was 
approximately three to four times the parenteral 
dosage usually employed. The recommended dose 
must be predicated on the severity of the pneu- 
monia at the time of admission; a schedule of 
50,000 to 75,000 units every three hours for a total 
of 1,500,000 to 2,000,000 units, however, seemed to 
be adequate in the majority of cases, although it 
should be pointed out that two thirds of the pa- 
tients were children. Pneumonia complicated by 
empyema is probably best treated by parenteral 
rather than oral administration of penicillin, to- 
gether with intrapleural instillation of the drug. 


Syphilis 

Penicillin was administered orally in 3 adult 
cases of early syphilis. The dosage schedule con- 
sisted of 50,000 units of calcium penicillin in tablet 
form every four hours for twelve days, or a total 
of 3,600,000 units. 

In 1 case the quantitative Kahn titer was 20 
units prior to the initiation of therapy, and the 
serologic tests became negative within three months; 
a relapse occurred two and a half months later, 
however, and the serologic test was still positive 
after a seven months’ follow-up period. 

In the other cases, the quantitative serologic 
estimations were 120 and 260 Kahn units respec- 
tively prior to treatment, and in both cases the tests 
were negative after a six to eight months’ follow-up 
period. One of these patients experienced a mild 
Herxheimer reaction. 

In 10 other patients with syphilis, the lesions 
that had been dark-field positive became dark-field 
negative within eighteen hours after the administra- 
tion of 100,000 units of penicillin by mouth. Herx- 
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heimer reactions were noted in 3 cases. No attempt 
was made to treat the patients fully with penicillin 
by mouth, since the object of this preliminary trial 
was to determine the rapidity and the dose required 
to produce dark-field negativity. 

In the 3 cases fully treated penicillin given orally 
produced serologic reversals with a total dose of 
3,600,000 units. In 1 case, however, a relapse 
occurred within five and a half months, and the 
follow-up examination in the other 2 cases was too 
short to permit any statement regarding the per- 
manency of the negative serologic tests obtained. 
It is possible that a total dose of 5,000,000 to 


10,000,000 units is required in early syphilis if. 


penicillin i is administered orally. 

In view of the several complexities in the manage- 
ment of a case of syphilis with penicillin and the 
relatively high percentage of relapses, the demon- 
stration of serologic reversals with the oral adminis- 
tration of penicillin is probably of academic interest 
only, at least for the present, except in cases in 
which the patient is treated in a hospital and 
observed closely, with serial quantitative serologic 
examinations following termination of therapy. 
Unless it is rigidly controlled, such therapy intro- 
duces the additional hazard of attempts at self- 
medication and the administration of subcurative 
doses. 


Miscellaneous Infections 


Twenty-three cases of cellulitis in children rang- 
ing in age from three to eight years were treated 
with oral penicillin. The cellulitis involved various 
sites, some cases having associated abscess forma- 
tion. A three-hour divided dosage schedule ranging 
from 25,000 to 50,000 units was employed, with 
the total dose varying from 240,000 to 1,110,000 
units. Hot moist compresses were used concomi- 
tantly, and when fluctuation occurred, the area 
was incised and drained. The organism in the 
majority of cases in which pus was obtained was 
either hemolytic staphylococcus or streptococcus. 
The results paralleled those obtained with parenteral 
administration of penicillin when the drug was 
given in approximately one third to one fourth the 
oral dose. 
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Five cases of impetigo in infants ranging from 
two months to two years of age showed a prompt 


response within two to four days after the oral .., 


administration of penicillin varying in dosage from 
400,000 to 900,000 units. 

Four cases of acute pharyngotonsillitis due to a 
hemolytic streptococcus responded well to 800,000 
units of penicillin administered orally on a dosage 
schedule of 50,000 units every three hours. 


SUMMARY 


Penicillin was administered orally in a total of 
150 cases, including gonorrhea, subacute bacterial 
endocarditis, pneumonia, syphilis, cellulitis, impetigo 
and acute pharyngotonsillitis. 

The commercial penicillin tablets used in this 
study were effective in penicillin-susceptible infec- 
tions if given in sufficiently large doses. 

The fundamental principles of penicillin therapy 
when the oral route is employed do not differ mate- 
rially from those attendant on the parenteral 
administration except for the greater oral dose 
required. 

In view of the relatively small number of cases, 
as well as the age range, in this series, no categoric 
statement is possible regarding the optimal oral 
dose of penicillin. The dosage varies from case to 
case, depending on the severity and type of infec- 
tion. The inadvisability of indiscriminate oral ad- 
ministration is emphasized. 
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THE TREATMENT OF HYSTERIC AMNESIA BY PURELY PHARMACOLOGIC MEANS 


ABRAHAM Myerson, M.D.* 


BOSTON 


RHAPS no condition is fundamentally so 

psychologic and without any obvious organic 
background as hysteric, or functional, amnesia. 
This condition usually arises abruptly and may 
disappear as suddenly. It is difficult to conceive 
of an organic or physiologic basis for a memory 
loss in which the whole or a large part of the past, 
often including personal identity, so far as the 
consciousness of the patient is concerned, is lost 
for long periods and without the slightest evidence 
of any neurologic disturbance. 

Several kinds of treatment have been instituted 
for this condition. One is, simply, by the stimula- 
tion of the association processes and by psychologic 
mechanics, to reopen the shut-off field of memory. 
The second and popular means utilizes hypnosis, 
the effort being made to delve into the unconscious, 
reach motivations for the “escape” process and, by 
suggestion during and after hypnosis, to cure the 
amnesia. Still another method is that of psycho- 
analysis, which in general follows the main direc- 
tions of this elaborate process, seeking to release 
the tensions and obstructing mechanisms and thus 
to integrate the split personality. More recently 
pharmacologic methods have been developed that 
have been used mainly in military service and date 
back earlier than Lindemann’s! initiatory work on 
amytal sodium. By the production of narcosis and 
either by analysis?‘ or synthesis*-’—these terms 
indicate the attitude of the worker rather than any 
really new development — the technic seeks to 
reintegrate the patient. The workers with these 
methods have stressed the psychologic factors, since 
the emphasis has been laid on the assumed fact 
that the narcosis, or drug effect, merely gives a 
handle by which psychotherapy can be applied. 

In the treatment of 3 recent cases of hysteric 
amnesia in private practice, an effort was made to 
exclude psychologic methods and narcosis and to 
use drugs that have profound central effects. In 
certain researches on the effect of amphetamine 
(Benzedrine) sulfate and similar drugs on amytal 
sodium narcosis, it was noted that when the two 
drugs were given simultaneously, narcosis was not 
reached, a mood was produced that can be called 
exhilaration, or something akin to it, and perhaps 
more pertinently, a garrulity was noted, often of 
great intensity in a good many of the patients 
hitherto quite retiring and noncommunicative.® 
Therefore, I utilized the combined effect of am- 
phetamine sulfate — or of Pervitin Hydrochloride 
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(d-N-methyl amphetamine hydrochloride), which is 
a similar drug and which on the basis of the litera- 
ture and personal experience appears to lave a 
greater central effect than amphetamine, as well as 
producing a greater tendency toward loquacity — 
and amytal sodium given by mouth in such com- 
bined dosage that nothing that could be called 
narcosis resulted, since only 1 patient became even 
sleepy. The reorganization of the memory, which 
was spontaneous and immediate in 2 cases, was 
brought about in 1 case by simple questions such 
as those indicated in the case reports presented 
below. In all cases an effort was made to exclude 
any analysis of the psychologic situation of the 
patient both prior to and after the amnesia. Only 
enough history was taken to establish a diagnosis, 
and treatment was instituted immediately. No 
explanation was made, and the therapeutist ex- 
cluded his personal influence so far as possible. 
The results clearly show that pharmacologic methods 
alone are sufficient to restore the memory of a 
patient suffering from a profound hysteric or func- 
tional amnesia, and that the successful treatment, 
so far as the immediate problem of restoring the 
lost memory is concerned, is of the simplest possible 
order. The treatment of these cases demonstrates 
a fact that does not seem to require emphasis — 
namely, that psychologic states are as clearly ac- 
cessible to pharmacologic treatment as to any other 
form of treatment. 

Two of the cases were post-traumatic; Case 1 
arose without any such etiology. In all cases, 
speculation might easily reveal deep and dynamic 
psychologic causes. 


Case 1. A 45-year-old Jewish man found the nature of 
his work in a defense plant intolerable or, at any rate, dis- 
agreeable. He complained a good deal and said that there 
was much anti-Semitism and that other workers played 
tricks on him. He grew increasingly irritable, developed 
insomnia and other neurotic symptoms, and one day be- 
came quite violent, excited and noisy while at work. He 
was taken to a hospital for a short time, after which his 
family took him home. He had a complete amnesia, which 
stubbornly persisted after his excitement had entirely dis- 
appeared. The amnesia was not only for the period of his 
work at the defense plant, but for practically everything in 
the previous 10 years. He could remember his childhood. 

e did not remember his marriage, nor did he acknowled 
his wife, stating that he did not know her. This attitude 
was maintained unswervingly for about a month, when I 
saw him for the first time. 

The patient was in excellent physical condition, presenting 
no signs of organic brain disease —in fact, it is clear that 
such an amnesia is not possible as a direct result of an or- 
ganic brain accident or injury. From the time of the onset 
of his illness to the time when I first saw him, his recent 
was intact — that is, the recent experiences were 
perfectly well assembled, organized and recalled, although 
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past memories and associations for at least 10 years were 
entirely absent from his consciousness. 

Without in any way indicating the purpose of the treat- 
ment, I placed the patient and his wife in a separate room in 
my office suite. He was then given 0.2 gm. (3 gr.) of amytal 
_ sodium and 15 mg. of amphetamine sulfate by mouth. I left 
the room and returned in 45 minutes. I then asked the 

atient if he recognized the woman to whom he was talking. 
He immediately answered with a long and detailed state- 
ment, speaking rapidly and with some degree of incoherence, 
that certainly he recognized her: she was his wife; he went 
on to answer questions about his past life, sometimes with a 
slight hesitation, and at other times with none whatsoever. 
He talked about 1 hour, almost constantly, and at the end 
of the time had practically reassembled his whole past. 

This patient was last seen in June, 1942, and has remained 
well since then; there has beer. no gap whatever in his memory. 


Case 2. In this case, the amnesia was much more complete, 
since the patient completely forgot everything in the past 
history, including his own identity. This patient, a 50-year- 
old foreman in a factory, was a skilled mechanic whose past 
history was entirely free from any overt psychopathology. 
He was regarded as a well organized, industrious, self-disci- 
plined and controlled person who had nothing resembling a 
neurosis of any kind. About a year before the time he was 
first seen, one of his sons had given him a great deal of 
trouble, which hurt his decided pride in his family name. 
Although he seemed concerned and humiliated, he continued 
to seek steadily and satisfactorily, carrying out his responsi- 
bilities as well as ever. Then while at work he received a 
blow on the head that was not severe enough to create un- 
consciousness but was of sufficient momentum to daze him. 
The back was wrenched at the same time. He complained of 
severe headache but returned to work the next day, seemed 
forgetful and confused and complained of the pain in the 
back and the head almost constantly. 

Within 48 hours he became “very wild,” ran out of his 
place of work, assaulted a policeman and talked wildly about 
the people who were trying to destroy him and his family. 
He was overpowered, given sedation and quieted down 
quickly. He was taken home and from that time on until 
he came to see me 6 weeks later, he presented a complete 
amnesia. He remembered nothing of his past. He accepted 
his name as being his own, but he did not remember it. 
He did not recognize his wife, two devoted sisters or his 
children. He knew nothing whatever of the place in which 
he had worked, nor was he able to give any information 
about his past, his education, his training, his work or an 
of his experiences. When he came to the office, he stated, 
“This woman says she is my wife, and this woman states 
that she is my sister.’ He was not in any way friendly 
toward them. He was not affectionate; in fact, he rather 
resented their solicitude. His answer to every question con- 
cerning his past was: “I don’t remember. I am told I am 
so and so, but from my own knowledge I do not know who 
I am.” It was stated, and he mar that some things in 
the town in which he lived seemed familiar to him, and he 
had on one occasion used the name “Bill” to denote a man 
whose name was Bill, but he could not give any information 
concerning this man. He said that this memory had “popped” 
into his head. It was clear that this amnesia was functional 
and that no organic lesion could wipe out a man’s entire 
past and leave him entirely coherent and relevant in his 
speech and without any defect in his recent memories. 

The procedure followed in Case 1 was repeated, except 
that instead of amphetamine sulfate, 10 mg. of Pervitin was 
used, in combination with 0.2 gm. of amytal sodium by 
mouth. The patient was left in the room with a sister and 
his wife, and I passed on to the care of other patients, until 
45 minutes had elapsed. When I returned, the patient, 
after a short period of slight drowsiness, was talking freely 
to his wife and sister and recalling spontaneously, to their 
delight, his past experiences. He passed from one theme to 
another wah great rapidity, remembering things that they 
had forgotten. He was entirely at ease with them and not 
only knew them but felt that they were his kinfolk. When 
I addressed him, he asked them who I was and how he 
happened to be in the examining room. Within a minute or 
two, however, he had recalled <4 circumstances of his com- 
ing to a doctor’s office, and all the gaps of his memory were 


soon in a fair way to be filled in. When he reported the next 
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day, the amnesia had entirely disappeared, and so far as 
his family could determine, he was entirely normal. He 
talked of his son’s delinquency with some sorrow, but with 
no undue emotion. No attempt was made to explain the 
situation to him, largely because I am of the opinion that 
no adequate aE yang can be given, and moreover, because 
in these cases the attempt was made to cure hysteric amnesia 
with no psychotherapy. 

his man was last seen in May, 1944, and has remained 
entirely well since then. If there is anything psychopatho- 
logic left to be cured by any other means, neither the patient 
nor his family are aware of it. 


Case 3. A 14-year-old girl, in her Ist year of high school, 
was recently seen. She had had no emotional difficulties of 
any kind so far as was then known. The family, although 
poor, lived in harmonious and adequate circumstances. The 

arents were as kind and understanding as most parents. 

er school work was average in its marks and presented no 
apparent special difficulties. She had plenty of friends. She 
partook of social affairs freely and joyously. She was too 
young to have any steady boy friend, but she liked boys 
and was attractive to them. 

Three weeks before I saw her, she went to school in the 
usual way. It was the morning of a great snow storm. She 
did not reach the school, and the day went by without any 
word from her. The parents became alarmed and called the 
police, and the patient was finally picked up wandering in a 
distant part of the city. She did not know her name and 
had no memory of her past. She did not recognize her parents, 
although she Prior the statement that they were her 
mother and father. She could ve no account of what had 
happened to her. She recognized the fact that other children 
in the household were her brothers and sisters and that 
people who came in were her friends, but the sense of re 
nition — that is, a chain of memories with a feeling of fami 
iarity — was absent. She seemed apathetic and dull, did not 
show her usual animation, and was naively bewildered. She 
remained, practically speaking, in this condition until she 
was brought to see me. A careful physical examination 
revealed no evidence of any organic disorder, and again it 
must be stated that it is not probable that any organic dis- 
order could have produced such a complete amnesia with un- 
ime consciousness for the present and its events. 

he same procedure was followed as in Cases 1 and 2, 
except that on the first occasion 0.2 gm. of amytal sodium 
and 10 mg. of amphetamine sulfate were used with relatively 
little effect; the patient could recall the school she had 
attended recently, but questions had to be asked for every 
fact obtained — for example, when asked whether she remem- 
bered her teacher’s name, after a long pause she assented and 
gave the name. There was little spontaneous recall, and 
although some progress was made by the question-and- 
answer method, the results were not satisfactory. 

The patient reported the next day, when 0.2 gm. of amytal 
sodium and 10 mg. of Pervitin were administered. In about 
an hour she was questioned about her past. She answered 

uickly, easily ait interestedly. Spontaneously she went on 
rom one fact to another and gave details about the people 
she had known, often with a humorous twist. She proceeded 
from the subject brought up to a related subject, bridging 
the gap with a statement such as “Oh, yes, and now I re- 
member... .” By the end of this interview she was gay and, 
moreover, expressed her gratitude to the physician for his 
help. She recognized that she had lost her memory and went 
on suddenly to tell how the amnesia had happened —in 
other words, to fill in the events of the day on which her 
memories had become displaced. On her way to school that 
morning, as she reached a place near it, several boys had 
thrown snowballs at her. In her frightened attempt to dodge 
the missiles, she had slipped and fallen heavily on the ice, 
striking her head. She had got up dazed and from that time 
had wandered around in the amnesic state. After her re- 
covery, however, she was able to give details of the places 
that she had visited, and as she related the happenings of 
the morning, her face became quite animated and excited 
while she went from event to event. 

This child required one more treatment before all the 
gaps in memory were filled in, and she completely reinte- 
grated her past and present life and re-formed the bonds of 
recognition and easy familiarity with the people and things 
of her milieu. She then came in to see me with a statement 
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of the conditions of het school attendance, which gave at 
least a plausible explanation of her break up into hysteric 
amnesia on the occasion of the snow-ball oe 2 There 
were four “tough” girls in her class who took a delight in 
maliciously teasing and assaulting her. They mocked and 
derided her genteel manner. They tripped her as she went 
by them, ont on one or two occasions, they roughly handled 
her, so that going to school each morning was an ordeal and 
there took place a greater and greater reluctance to enter the 
school portals. She reached school each day in a state of 
acute terror, and this terror persisted throughout the whole 
session. Thus, the main conscious feature of her school 
attendance was the fear of what these girls might do next. 
It is conceivable that on the basis of this fear, the assault by 
the boys with snowballs and her consequent fall brought 
about the dissociation of hysteria. The fall was merely the 
immediate physical and psychic trauma to a personality 
already disorganized by chronic anxiety. This is true of the 
other cases and probably also of the amnesias that take 
place in war. 

This patient was last seen in March, 1945, and has re- 
mained well since then. 7 


It is not contended that all cases of hysteric 
amnesia are treatable by this simple means. Certain 
ones are far more complicated in psychologic mecha- 
nisms and social entanglements than the cases cited 
above. For example, a young woman whose mother 
was psychotic and had received shock treatment 
and whose husband had been discharged from the 
Army with a diagnosis of psychoneurosis lived in a 
domestic atmosphere of turmoil and unhappiness 
that might have been expected from the fact that she 
and her husband lived with the mother. There were 
constant bickering, quarreling and extreme emo- 
tional tension in the household. From time to time 
she had unconscious attacks, which were really 
hysteric attacks and following which there was an 
amnesia for a considerable period of the time prior 
to the attack. Each attack was easily cleared up by 
the use of these drugs, but the treatment in no way 
prevented further attacks from taking place. Dur- 
ing the amnesia, there was stuttering, which was 
also helped by the drugs but which tended to recur 
during another attack of amnesia. In this case 
treatment had to be much more drastic than the 
simple administration of the drugs, with a change 
in the whole setup between the patient and her 
husband and her mother before any lasting thera- 
peutic result was obtained. It should be added 
that a good deal of so-called “‘hysteric amnesia” 
is malingering, and one must be on one’s guard at 
all times in judging whether or not an amnesia is 
hysteric or faked. 

The essential feature of the treatment of the cases 
presented above seems to have been in the breaking 
down of abnormal inhibition and personality attitude 
that takes place under the influence of powerful 
drugs and, perhaps more importantly, the drive 
given by these drugs to communication, the uncon- 
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scious reticence that is probably the basis of the 
amnesia being dissolved. To speculate quite without 
proof, something is set up that says, in essence, “‘I 
do not want to remember; I cannot remember.” 
The impetus of the drugs removes this negativism 
and thus brings about cure. In catatonic dementia 
praecox, as shown first by Lindemann! with amytal 
sodium narcosis, the same result is obtained tempo- 
rarily, in that the patient who has been noncom- 
municative talks freely after the drug narcosis, but, 
as the effect of the drug wears off, the catatonia 
reasserts itself. Since hysteric amnesia is a rela- 
tively mild disorder, the effect of the drugs seems 
to be lasting. 

The pharmacologic effect of the two drugs used, 
as pointed out in previous publications,®: ° is recip- 
rocal. As Lindemann’s work showed, amytal 
sodium breaks down negativism and the mutism 
that goes with it, whereas amphetamine sulfate and, 
especially, Pervitin not only prevent the narcosis 
but also have a definite pushing effect, synergisti- 
cally with the sodium amytal, on the verbal associa- 
tion processes. The combination seems to be ideal 
wherever one desires to increase communication and 
especially in the great field of the psychologically 
hidden. 


SUMMARY 


Three cases of undoubted hysteric amnesia occur- 
ring rather suddenly in relatively normal people are 
presented. The effort was made to exclude psycho- 
therapy and also the use of narcosis. To accomplish 
these ends, a combination of amphetamine (Benze- 
drine) sulfate or an equivalent drug and amytal 
sodium was administered in such doses as not to 
produce narcosis. Increased communication took 
place, and there was immediate or relatively im- 
mediate dispersal of the amnesia. 

171 Bay State Road 
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METASTATIC MELANOCARCINOMA INVOLVING THE SMALL INTESTINE AND BRAIN* 


Report of a Case, with a Discussion of Malignant Tumors of the Small Intestine 


Jack Spier, M.D..,f AND Epwin C. Woopt 


WASHINGTON, 


EVIEWING the recent literature concerning 

diseases of the small bowel, one is impressed 
with the infrequency of reports of malignant tumors. 
Narrowing the field of interest to melanomas occur- 
ring in the small bowel certainly increases the task 
of locating appropriate material in many cases. 
With these points in view this paper is directed 
toward a broad comparative survey of the occur- 
rence of malignant lesions in the small intestine, 
with special emphasis on melanomas. 

In about 10 per cent of cases at autopsy a carci- 
noma is found somewhere in the body. A review of 
137,174 cases gathered from various hospitals by 
Shallow, Eger and Carty! revealed primary malig- 
nant tumors of the large intestine in 3.66 per cent, 
the small intestines being named the origin of 
malignant growths in only 0.098 per cent. Both 
carcinoma and sarcoma may develop in the small 
intestine. Shallow et al.! also state that 3 per cent 
of intestinal carcinomas and 60 per cent of intestinal 
sarcomas occur in the small bowel. Carcinoma is 
twice as frequent as sarcoma in this location, despite 
the percentages cited above, since sarcoma of the 
intestines is such a rare finding. The importance of 
this distribution and its effect on the signs and 
symptoms produced and on the success of diagnosis 
are referred to below. 

Adenocarcinomas compose about 90 per cent of 
the small-bowel carcinomas and in most cases are 
of the napkin-ring type, but they may be polypoid 
and ulcerative.? To step into more controversial 
territory it may be mentioned that many authors 
_ have reported cases of malignant carcinoids in the 
small intestine and have attested their malignancy 
by giving evidence of widespread metastases.?-6 
Most authors agree that there is a rather pro- 
nounced tendency for the carcinoid: to be malignant 
when it is located in the gastrointestinal tract in 
sites other than the appendix, although the ap- 
pendiceal lesion behaves like any benign tumor. 

A melanoma in the small intestine is a rare tumor, 
whether it is regarded as primary in the bowel or 
as a metastasis from some other site. Herbut and 
Manges’ in a survey of the literature cited only 
25 cases, of which 9 were reported as primary in 
the small intestine and 16 as metastatic lesions. 
Ewing® states that melanoma of the intestine occurs 
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almost exclusively in the rectum. The rarity of the 
lesion can easily be shown by the fact that the 
general texts of pathology make no mention of 
such a lesion of the small bowel. 

It is interesting to note that several authors have 
made attempts to explain the relative infrequency 
of small-bowel as compared with large-bowel tumors. 
Fraser® suggests that the alkalinity of the intestines, 
the fluidity of the contents, the lack of sharp bends 
and the absence of prolonged stasis may explain 
in part the low incidence of neoplasms in the small 
bowel. Rankin and Mayo" presented the hypothesis 
that the tumors arise from embryonal rests or 
develop as a result of some pathologic changes in 
Brunner’s glands. As in all other conditions in 
which the etiologic agents are still obscure the 
possibility that some hormonal influence is present 
must be considered. Perhaps the contents of the 
bile, the pancreatic juice or the succus entericus 
plays some part in protecting the small bowel by 
furnishing an environment adverse to tumor growth. 

There is considerable disagreement among the 
various writers about which areas of the small 
intestine are involved most frequently. According 
to Swan," carcinoma involves the duodenum and 
ileum with equal frequency and attacks the jejunum 
less often. Shallow’s! survey of a large number of 
cases is somewhat at variance with this statement — 
he has found that the malignant process involves 
the three parts of the small intestine with equal 
incidence and that the ileum ranks lowest for carci- 
nomas but highest for sarcomas. Within the duo- 
denum, carcinoma is most frequent in the second 
part, less frequent in the first part and quite rare 
in the third part.% The carcinomas found in the 
first part of the duodenum are usually lesions that 
have developed as a result of the extension of carci- 
noma of the head of the pancreas or, more rarely, 
carcinoma of the pyloric end of the stomach into 
the duodenum via the subserosal lymphatic vessels 
or by implantation of the serosa.'* The high inci- 
dence of tumors occurring in the second segment is 
explained in part by the entrance of the common 
bile duct into the duodenum. It is a known fact 
that the junction of two different types of epithelium 
predisposes to the development of cancer,’® as 
attested by the frequency of carcinoma of the lip 
or rectum developing at the mucocutaneous junction. 
It is usually stated that the sarcomas are oftenest 
found in the terminal ileum and jejunum. One 
cannot make a definite statement regarding the 
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frequency of melanomas in the various areas of the 
small intestine, since the vast majority of the 
melanomas have been reported as secondary lesions 
metastatic from some other focus. Thus, chance 
alone determines whether the tumor emboli lodge 
in the blood and lymphatic vessels supplying the 
duodenum, the jejunum or the ileum. Few authors 
have been so bold as to claim discovery of a mela- 
notic tumor primary in the small intestine. 

The order of metastasis of primary intestinal 
cancers to other organs seems to be as follows: the 
mesenteric lymph nodes and peritoneum, the liver, 
the lungs, the long bones, the dura mater and the 
spinal cord.'¢ 

The patients who suffer from carcinoma of the 
small bowel are usually within the classic cancer- 
age group. Figures by Fraser® give the average age 
as between fifty-two and fifty-six years. Ullman 
and Abeshouse claim that thirty-three years is the 
average age for sarcoma of the small bowel. Men 
and women seem to be affected by the malignant 
tumors with equal frequency, although the lesions 
seem to develop at an earlier age in women than 
in men. 


Case REporRT 


M. C., a 55-year-old woman, was admitted to the hospital 
on February 14, 1946, because of faintness, nausea and 
vomiting on two occasions during the previous 2 months. 
In December, 1945, the patient Rad fainted after smellin 
cigarette smoke. She was unconscious for a few minutes an 
on awakening vomited three times. She was taken to a 
hospital, where she remained only a few hours. About a 
week prior to this episode, the patient had also fainted after 
smelling cigarette smoke, had been nauseated and had vom- 
ited. She felt weak and dizzy. She had had no convulsions 
at any time but had noticed incontinence. She suffered from 
frequent dizziness accompanied by dimness of vision and also 
had generalized severe headaches. She had a poor appetite 
and could take only liquids. 

Neurologic examination revealed the cranial nerves to be 
intact. All tendon reflexes were hypoactive, and the Babinski 
reflex was negative. The abdominal reflexes were not elicited. 
There was difficulty in distinguishing between sharp and dull 
sensations in both lower extremities. The patient could not 
distinguish the position of toes. Romberg’s sign was positive, 
disclosing impaired strength in the left lower extremity. The 
pupils reacted to light and accommodation. There was no 
nystagmus. All other findings were essentially negative, 
except that the patient had no regular bowel movements and 
had to take laxatives at least once a week. She stated that 
five years previously a carcinoma of the shin bone of the left 
leg had been surgically removed. In the hospital, a neuro- 
encephalogram was done. The patient did not rally afterward 
and gradually failed; she died on February 21. 


Autopsy. Post-mortem examination showed the body of a 
well developed, well nourished woman who appeared to be 
the stated age. There was a well-healed, 5-cm.-long scar on 
the medial aspect of the left leg. On section there was no 
free fluid in the abdominal cavity. The liver edge extended 
two fingerbreadths below the right costal margin. There was 
neither free fluid nor evidence of adhesions in either pleural 
cavity. Examination of the heart disclosed no gross patho- 
logical findings throughout the chambers, valves and ap- 
pendages. Both coronary ostia were patent. The aorta 
showed a moderate amount of atheromatosis. The left lung 
was slate blue, with the usual anthracotic pattern. The cut 
surfaces were feathery and dry. The right lung showed a 
similar picture. The hilar lymph nodes were normal in size 
and consistence. The liver was smooth and reddish brown. 
It was of normal consistence, and section disclosed mild 
congestion. The gall bladder revealed nothing of importance. 
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The spleen was grayish blue, and on section the pulp was 
fleshy and congested. Section of the pancreas and adrenal 
eo showed their respective normal architecture. The 
idneys, which were slightly smaller than usual, were purplish 
red. The capsule stripped with little difficulty and revealed 
a beginning fine cortical granularity. On section the cortico- 
medullary ratio was preserved. The ovaries were small, 
grayish white and dense. The left ovary presented a cyst 
measuring 1.5 cm. in diameter. The uterus was somewhat 
atrophic. The esophagus and stomach showed no gross ab- 
normalities. In the first part of the ileum, three ulcers across 


Figure 1. Photograph of the “Ulcers” in the Ileum. 


the circumference of the bowel were visible. Each ulcer was 
= ae from the other by about 5 cm. of normal mucosa. 
The lesions showed raised, rounded edges and were shallow 
(Fig. 1). The floors of the ulcers were covered with a slight 
greenish-gray exudate. Each ulcer measured about 2.5 cm. 
in diameter. The surrounding mucosa was not infiltrated. 
The indurated edge of each ulcer was well delimited. One 
centimeter distal to the last large ulcer, a smaller ulceration, 
0.5 cm. in diameter and similar to the others in all respects 
but size, was noted. On the serosal surface over each ulcer 
there were a few yellowish nodules of pinhead to split-pea 
size that appeared to correspond with the edges of the ulcera- 
tions. There was no penetration or thickening of the serosa 
over the craters of the ulcers. Otherwise, the remaining small 
bowel and large intestine were not remarkable. The lymph 
nodes showed no involvement on gross examination. The 
lesions were grossly diagnosed as multiple ulcers of the first 
part of the ileum of undetermined etiology. 

The histopathological diagnoses were bronchial dilatation, 
emphysema, atelectasis and bronchitis of the lungs; central 
congestion and beginning fatty metamorphosis of the liver; 
congestion, reticulum fibrosis and capillary sclerosis of the 
spleen; congestion of the adrenal glands; periductal fibrosis 
and slight lipomatosis of the pancreas; congestion of the 
kidneys, with beginning arteriosclerosis; follicular cyst, left 
ovary; and partially necrotic tumor tissue of the ileum. 
The tumors presented a somewhat alveolar pattern (Fig. 2). 
In some areas the arrangement could be called pseudoperithe- 
liomatous. The cells were large and polyhedral. A few 
small anaplastic cells were seen. The nuclei were hyper- 
chromatic, and a moderate number of mitoses were apparent. 
A small amount of brownish-yellow pigment was seen in 
some fields, being contained within a somewhat more fusi- 
form type of cell. The tumors contained a few small! non- 
invaded blood vessels. The lymph spaces in the serosa of 


the intestine showed clumps of tumor celis. The diagnosis 
was melanocarcinoma. 

Sections through the midbrain and cerebellum revealed 
hemorrhagic areas in the raphe of the peduncles and in the 
superior portion of the right cerebellar hemisphere. Section 
through the corona radiata showed a spongy lesion (3 by 
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4 cm.) with somewhat ragged but well defined borders 
(Fig. 3). The lesion was dark brown. Similar lesions were 
observed in the left frontal operculum and in the right 
temporo-occipital region, and others were encountered in the 
right temporal lobe at the level of the anterior commissure, 
in the occipital lobes and in both frontal lobes. The histo- 
logic picture of the tumor masses was identical with that of 
the tumors found in the small bowel, but a more pseudo- 
peritheliomatous pattern was present.* 


In this case there were no abdominal symptoms 
or signs that could be attributed directly to the 
intestinal lesions. There was a ‘history of a “‘carci- 


Ficure 2. Photomicrograph ‘of a Section of One of the Tumors 


noma” removed at an earlier date. Four ulcers in 
the ileum were diagnosed microscopically as melano- 
carcinomas. There were multiple melanocarcinomas 
involving the brain. It is unfortunate that complete 
information concerning the tumor removed at an 
earlier date could not be obtained, since classification 
of the tumor would probably have aided in the 
solution of some of the problems presented. 


Discussion 


A primary consideration in melanoma is its rela- 
tion to the pigmented nevus. Benign pigmented 
nevi, or pigmented moles, are seen on the skin of 
almost every man, woman and child. The average 
person is born with approximately fifteen to twenty 
of these spots.!? They may be light or dark, flat or 
raised and hairy or smooth, and they may vary 


*We are indebted to Dr. Walter Freeman for the information concern- 
ing the brain lesions. 
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from a fraction of a millimeter to several centi- 
meters or more in size. They are quite innocent and 
demonstrate no invasive qualities. They occur 
particularly on the face, neck and back but are 
frequently seen in large numbers on the extremities. 
These benign nevi are usually responsible for no 
more discomfort than any other slight skin blemish. 
In some cases, however, innocent nevi undergo 
malignant changes, generally owing to the constant 
irritation of repeated rubbing or cutting. Therefore, 
the nevi that are likeliest to become malignant are 
in areas of the body exposed to continual chafing 
and disturbance — for example, on the neck at the 
collar line, on the heel of the foot or on the face in 
the path of the razor’s edge. A nevus that has 
undergone malignant change is known as a malig- 


Ficure 3. Photograph of the Brain, Showing the Various 
Tumors. 


nant melanoma or simply a melanoma, a term first’ 
used in 1836 ‘by Carswell. Approximately 32 per 
cent of the melanomas arise from nevi.!® Studies on 
the early changes of nevi into melanomas show 
that the important signs and symptoms of a poten- 
tial malignant process consist of a history of trauma, 
itching, growth of ‘the nevus, pain and inflamma- 
tion.!® The melanomas of the skin usually do not 
develop into large tumors despite their high ma- 
lignancy. 
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A characteristic trend seems to be the tendency 
toward a rather long latent period between the 
operative removal of the melanoma of the skin and 
any evidence of visceral metastases. According to 
DeCholnoky!® metastatic lesions occur within six 
months to two years of the recognition of the skin 
lesion. Many exceptions occur, however, and me- 
tastasis from a melanoma of the skin has been re- 
ported as late as ten to twenty years after removal 
of the primary tumor. This latent period is shown 
clearly by the case presented above, in which signs 
of metastasis were delayed for five years. 

Metastasis usually begins by an infiltration into 
the surrounding skin area, and the first metastatic 
lesions are usually in the skin. Next, the regional 
lymph nodes are involved. The tumor cells multiply 
within the lymph nodes, replacing the normal archi- 
tecture, and eventually invade the capillaries within 
the node. Further extension then occurs rapidly 
via the blood stream.!® Although this is the usual 
method of spread an early, direct blood-stream 
invasion may occur. Ewing* thought that the 
method of early spread is usually by the lymphatic 
vessels. He further claimed that hematogenous 
spread is late and generally extensive, missing hardly 
an organ. It is interesting to note that in the case 
presented above only two organs were involved, if 
the lesions in the ileum and brain are regarded as 
metastatic. Obviously, any form of lymphatic 
spread can be excluded, since there were no obvious 
lymphatic connections between the areas of tumor 
involvement. The only possible method of metasta- 
sis in this case seems to have been that of hematoge- 
nous dissemination. Contrary to Ewing’s statement 
that a large number of organs are affected when 
tumor spread is via the blood, however, only two 
organs were involved. No logical explanation can 
be advanced to explain this discrepancy. No definite 
sequence of spread to the various organs can be 
given in cases of hematogenous spread, since the 
lodging of tumor emboli in the various organs is 
largely a matter of chance. 

Another common site for the development of 
melanomas is the eye. Ewing states that about a 
third of all the melanomas have their origin in the 
choroid layer of the eye. Metastasis may be delayed 
in this type, just as in the melanoma of the skin. 
Melanomas also arise from the brain, the adrenal 
glands and the rectum at the mucocutaneous 
junction. 

Few reports have proposed the presence of 
primary melanomas in the small bowel. Herbut 
and Manges,’ in a review of the literature on 
intestinal melanomas, located only 9 such cases. 
Obviously, the plausibility of such reports depends 
on a concept of the tissue of origin of the melanoma 
that is by no means definitely established. There 
are two chief schools of thought, one group stressing 
the role of the melanoblast as the chief cell involved 
in the formation of the tumors and the other, 
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headed by Masson, championing the cells of the 
Meissner and Merkel-Ranvier complexes that occur 
in the skin. Laidlaw?® has made an extensive study 
of melanoblasts and the dopa reaction on material 
at autopsy and has concluded that melanoblasts, 
which he considers responsible for the tumor forma- 
tion, do not exist in the small intestine. Further- 
more, there are no melanoblasts in the colon or in 
the rectum above the mucocutaneous junction. 
Therefore, he concludes that the occurrence of 
primary melanomas above this junction is im- 
probable and that if these tumors do occur they 
must arise from misplaced islets of ectoderm. We 
are not aware of any reports that the Meissner and 
Merkel-Ranvier complexes exist in the intestinal 
walls, and on this basis, a neurogenic origin of a 
melanoma in the small intestine can be ruled out. 
Thus, it appears to be quite risky to diagnose a 
primary melanoma of the small bowel on the basis of 
present knowledge. Herbut and Manges’ point out 
that the eyes, which, as previously mentioned, are 
often the source of melanomas, are usually not 
examined adequately enough in the routine autopsy 
to rule out melanoma of the eye. Consequently, 
they conclude that “without a thorough examination 
of the eyes a diagnosis of primary melanoma of the 
small intestine should not be made.” It is our 
belief that on the basis of the evidence presented 
in the medical literature, one cannot convincingly 
show how melanotic tumors arise primarily from 
the small intestines, except as the result of the 
aberrant displacement of cells during the early 
periods of body organization. 

The clinical course followed in the cases of a 
melanoma with metastasis to the small bowel is 
quite interesting. One of the first points that 
attracts attention is the lapse of time between the 
removal of a mole and any evidence of metastasis 
to the intestinal tract. As noted above, the latent 
period is usually six months to two years. Such an 
operative history and the typical latent period were 
noted in the case reported above, but we cannot be 
sure of the type of tumor removed, although it was 
probably a melanoma. The signs and symptoms are 
not characteristic of melanomas alone but should 
certainly lead one to suspect a malignant process 
within the gastrointestinal tract. It may or may 
not be possible clinically to locate the tumor within 
the small intestine, depending on the size of the 
tumor, the rapidity of growth, its exact position and 
its effect on the lumen of the bowel. As in many 
cases of carcinoma of the gastrointestinal tract, the 
patient usually presents some history of weight loss 
and anorexia. Constipation or alternating constipa- 
tion and diarrhea are frequent complaints. Exam- 
ination of the blood often discloses a secondary 
anemia. When the tumor affects the second part 
of the duodenum, it may produce an intermittent 
or, later, a continuous jaundice if it involves the 
ampulla of Vater. 
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Several complications may add to these general 
signs and symptoms. In the first place, even though 
small-bowel tumors are rarely the source of bleeding 
in the gastrointestinal tract, they must be consid- 
ered possible causes of recurrent melena.” Bockus 
states that the bleeding is the most important clin- 
ical feature of carcinoma of the small intestine. 
Since the sarcomas tend to grow peripherally, they 
may not produce bleeding until late in the course 
of development. The tumor mass may be respon- 
sible for an intussusception, which often gives rise 
to an acute abdominal episode, and this acute 
condition is sometimes the first sign caused by the 
tumor. Frequently, the small-bowel tumor is first 
noted at the exploratory operation occasioned by 
such an acute condition. Fiske” claims that 30 
per cent of tumors of the small intestine cause intus- 
susception. A chronic obstruction may be produced 
by the slow continuous growth of the tumor into 
the bowel lumen. This is more frequent in carci- 
noma than in sarcoma, since the former develops 
in the inner portion of the wall and grows centrally 
whereas the latter tends to grow toward the pe- 
riphery. The tumor growth eventually causes per- 
foration of the bowel wall and resulting peritonitis 
_ in rare cases. 

The actual clinical diagnosis of any tumor of the 
small bowel is usually quite a difficult procedure and 
is often made on a basis of a systematic elimination 
of the possibilities that the lesion is in some other 
organ. In 38 proved cases reported by Shallow et al.! 
three quarters of the tumors were palpable, being 
usually fixed in the duodenum but movable in the 
jejunum and ileum. Sarcomas may be palpated 
frequently, since they tend to produce irregularity 
of the serosal surface of the bowel during centrifugal 
growth. Repeated examination of the stool for 
occult blood is valuable. Only about 25 per cent of 
the tumors can be seen on x-ray examination.? 
Bockus," however, claims that the duodenal carci- 
nomas that are large enough to produce clinical 
symptoms are usually demonstrable by x-ray study 
and that in the diagnosis of tumors of the small 
intestine “progress meal x-ray examination is the 
only decisive diagnostic method.” 

The prognosis for patients with carcinoma of the 
small intestine is quite poor because of the delayed 
diagnosis and the late surgical removal of. the 
tumor mass. McDougal” estimates that 5 per cent 
of cases reach the stage of five-year cure. Recur- 
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rences of the tumor in the same region or torrents 
of metastases may carry these few remaining victims 
away in later years. 

SUMMARY 


General statistics and a broad comparative survey 
of malignant tumors of the small bowel are pre- 
sented and the infrequency of- melanomas in the 
small intestine is stressed. A case of melanocarci- 
noma with metastasis to the ileum and brain is 
presented. 

The sites of origin and the methods and order of 
metastasis are discussed. The possibility of primary 
melanoma of the small bowel is considered. 

The clinical picture of cancer of the small intestine 
is briefly described. 
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HE purpose of this paper is to summarize the 
progress in general anesthesia since the pub- 
lication of a similar report in 1943.1 The subject is 
presented under the following headings: the develop- 
ment of anesthesiology as a specialty, the growing 
importance of curare, the expanded usefulness of 
Pentothal Sodium, new technics and physiologic 
investigations. 


DEVELOPMENT OF THE SPECIALTY OF 
ANESTHESIOLOGY 


At this writing, there are approximately three 
hundred physicians certified by the American 
Board of Anesthesiology in the United States, and 
there are over two thousand members of the Ameri- 
can Society of Anesthesiologists. Yet the current 
News Letter of the Society lists sixty-three vacant 
staff positions, as well as one hundred and two resi- 
dencies or fellowships available in this specialty. 
The war’s end has obviously left the country with 
an acute shortage of men trained in anesthesiology. 

The great shuffling of the medical and surgical 
population caused by the war may have been partly 
responsible for a greater interest in anesthesiology. 
Many surgeons in the armed forces encountered 
either the best or the worst in anesthesia and, in 
either event, returned to civilian life appreciating 
the need for trained anesthesiologists. Mousel et 
al.2 have analyzed the situation statistically as 
follows: 


In the long development of surgery, even the inferior 
fringes of this specialty have so nearly caught up with the 
leaders that their gross mortality is only two to three times 
as great. The fact that in the relatively young specialty 
of anesthesiology the ratio of worst to best is represented 
by the ratio of more than 20 illustrates how terribly wide 
is the gap between what is now being given on our best 
services and what is being suffered on the worst or even 
average ones. 


The wide variation between the best and average 


anesthetic practice calls not only for more trained ~ 


anesthesiologists but also for continued concentrated 
effort on the part of organized anesthesiologists to 
raise the standard generally. Establishment of the 
American Board of Anesthesiology in 1938 was an 
important step in the progress of anesthesia. This 
board has done and is doing a splendid job in setting 
up standards for certification of specialists in anes- 


*From the Department of Anesthesiology, Lahey Clinic. 
tFellow in anesthesiology, Lahey Clinic. 


Anesthesiologist, Lahey Clinic; anesthesiologist, New England Baptist 
and New England De ital 


aconess hospitals. 


thesiology and examination of candidates for certif- 
ication in this specialty. 

Evidence of further progress is reflected in the 
increased demand and the expansion of facilities 
for postgraduate training in anesthesiology. 

Perhaps in no other specialty does the demand for 
trained physicians so exceed the supply. Further- 
more, it is doubtful if any other specialty has been 
subject to more abuse and exploitation resulting in 
lower quality of service to the patient. Anesthetists 
frequently have not been accorded proper recog- 
nition, financially or otherwise, for the important 
part they play in the care of patients. They have 
resented being relegated to the position of a tech- 
nician. Yet far too often they have been content 
to be only technicians and have not been willing 
to equip themselves to assume the role of a real con- 
sultant who not only can carry out a skillful, tech- 
nical procedure but also, by virtue of a background 
of fundamental knowledge of physiology, phar- 
macology and even medicine and surgery, can render 
a valuable opinion.as a consultant. 

On the other hand, surgeons have been prone to 
be content with anesthetic service that is not only 
short of the best but even short of mediocre. They 
have failed to realize the value of the proper anes- 
thetic management of patients in the lowering of 
mortality and morbidity rates. This attitude has 
frequently resulted in either a conscious or uncon- 
scious exploitation of the anesthetist and also of 
the patient. Furthermore, it has tended to dis- 
courage younger physicians from entering this 
specialty. Improvement in these conditions is 
evidenced by the fact that there is an increased 
demand for trained anesthesiologists as well as for 
training facilities in this specialty. 

Waters? has aptly called attention to the necessity 
of ridding ‘‘ourselves of the generally held belief 
that the importance of anesthesiology lies in the 
choice of agents or in the particular technic em- 
ployed.” He calls attention to the fact that through 
fundamental knowledge and diagnostic skill, quite 
as much as through artful technical manipulation, 
the abuses to which all drugs and methods are 
subject may be either voided or neutralized. 

The specialty of anesthesiology may now be 
practiced by the inadequately trained person 
neither more ethically nor more responsibly than 
surgery itself. 
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THe DEVELOPMENT OF CURARE 


Perhaps the most significant drug to be intro- 
duced into the field of anesthesia during the past 
four years is curare. 

The advantages of curare have been emphasized 
by many writers.~’? Brody,® describing a technic in 
which curare is combined with Pentothal and nitrous 
oxide, observes that upper abdominal operations, 
“undertaken only with great difficulty and poor 
relaxation without curare can now be done with ex- 
cellent relaxation.” The total dose of Pentothal is 
reduced, and the postanesthetic period of depression 
considerably shortened. Potent anesthetic agents 
may be given in light concentrations, and weak 
agents may be used for operations requiring maximal 
relaxation. 

Although Sir Walter Raleigh described curare to 
Elizabethan England, only after Gill’s® scientific 
missionary work were investigators presented with 
a constant supply of raw material that could be 
standardized. Before Gill’s experiments culminating 
in the period 1938 to 1940, there were three main 
crude preparations emerging from the South 
American jungles. These were tubo-curare, pot- 
curare and calabash curare, the ingredients depend- 
ing on the whim of witch doctors or up-river traders. 
As might have been expected of these variable 
arrow poisons, the century of clinical and laboratory 
work that preceded Gill led to no accepted thera- 
peutic technics. At present, there are two standard- 
ized preparations, one more refined than the other. 
Their action is predictable on the basis of a precise 
bioassay method. Intocostrin,* the first preparation 
of curare commercially available, contains 20 mg. 
per cubic centimeter of a highly refined substance; 
d-Tubocurarine, the second, contains 3 mg. per 
cubic centimeter of crystalline curare and is volu- 
metrically equivalent in strength to Intocostrin. 
Tubocurarine is undergoing extensive clinical trial. 

Curare blocks the response to the nicotinic action 
of acetylcholine.!° It prevents the effector substance 
at the myoneural junction of voluntary muscle from 
responding to the action of acetylcholine. The drug 
also stops the synaptic transmission of impulses 
between preganglionic and postganglionic fibers of 
the autonomic nervous system. 

Clinically, curare causes a progressive selective 
paralysis and relaxation of the muscles of the head, 
neck, extremities, abdomen, thorax and diaphragm. 
Good abdominal relaxation is possible without sig- 
nificant depression of respiratory activity. Should 
respiratory paralysis follow an overdose, the effect 
is transient. Complete recovery of function follows 
a few minutes of intelligent, forced ventilation. Most 
authorities mention prostigmine as the physiologic 
antidote, but few have had occasion to use it.!° - 

Evidently curare is in part destroyed by the liver 
and in part eliminated unchanged in the urine. 

*Obtainable from E. R. Squibb and Sons, New York City. 
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Liver or kidney damage does not, however, prolong 
or intensify the action. Cole* regards impaired renal 
function as a “relative contraindication.” 

Cole" has established that the lethal dose of curare 
in dogs in the presence of artificial respiration is 
twenty times the dose producing death by asphyxia 
from untreated respiratory paralysis. Although the 
mechanism of death in the former instance is not 
explained, this would be valuable information, for 
there is no report of any pathologic effects when 
curare is given to a well oxygenated, anesthetized 
patient. 

Comroe and Dripps!” have reported a histamine- 
like action of curare in certain patients that pro- 
duces bronchoconstriction and hypotension. Whit- 
acre and Fisher’ mention the danger of broncho- 
constriction and excessive tenacious salivation in 
some curarized patients who are too lightly anes- 
thetized; increased depth or more curare will cure 
these effects. Cullen’® writes that atropine or 
scopolamine premedication prevents  salivation. 
Griffith? found no such need in his series. 

Loss of consciousness is said to occur with large 
doses of curare, but the prolonged period of recov- 
ery with forced respiration makes surgery under 
curare alone impracticable.5 Moreover, the 
curarized, unanesthetized patient, if conscious, 
is fully sensitive to pain even when he is unable to 
respond. Curare has no analgesic effect. 

Many technics for the administration of curare 
have been proposed.‘* 19.18 The drug has been 
used with almost all general anesthetic agents. After 
induction the rapid intravenous injection of an 
average initial dose for an adult of 3 to 5 cc. of 
curare about the time the skin is incised usually 
produces maximal relaxation as the peritoneum is 
opened. One or more doses are added intravenously 
as needed every twenty to thirty minutes for re- 
laxation. Ether has a curariform action, and if 
curare is combined with this agent, smaller doses — 
about a third — should be used and they must be 
given with extreme caution. A high concentration 
of curare in a Pentothal solution may precipitate; 
thus if the two solutions are mixed, there should be 
an excess of Pentothal. 

Apart from its value in producing surgical re- 
laxation, curare has been used successfully in the 
treatment of ether convulsions," laryngospasm® and 
hiccups. It is extremely valuable in the instrumen- 
tation or intubation of the pharynx, larynx and 
trachea. 

Curare must never be given in the absence of ade- 
quately trained personnel and the necessary equip- 
ment to provide oxygen for an otherwise helpless 
patient. 


Tue ExpanpEep UsEFuLNEss OF PENTOTHAL 


In 1945 Adams!® reported the results of the first - 


ten years of administration of Pentothal anesthesia. 
His claims then, and more recently at the Morton 
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Centennial Celebration in Boston, have been re- 
markably conservative. He considers Pentothal ex- 
tremely significant in its supplemental or integrat- 
ing effect with other agents but of secondary im- 
portance when used alone. Many authors, however, 
report the use of Pentothal as the sole anesthetic 
agent for almost every conceivable operative pro- 
cedure. A series of 837 cases in which major elective 
operations were performed under Pentothal and 
100 per cent oxygen included procedures on the gall 
bladder and common duct in 92, gastric resections in 
4 and abdominoperineal resections in 2.16 The au- 
thor claims no anesthetic deaths, and only 1.8 per 
cent major and minor complications. Certainly, 
this record is beyond the experience of most anes- 
thesiologists. Holly!” also used Pentothal in a wide 
variety of cases. He has found, in disagreement with 
Adams and most other observers, that there is no 
contraindication in children or even in infants.!8 

The abundance of Pentothal technics reported 
prevents any attempt to list them all even briefly. 
Some of the articles cover bronchoscopy,’ goiter 
surgery,?° tonsillectomy” and oral surgery.” 

There is a trend toward the use of dilute Pentothal 
solutions in continuous drip.%:25 The advantages 
claimed for this technic are smoother induction and 
maintenance, less danger of needle blockage, less 
wastage, less danger of extravasation of concen- 
trated solution and more mechanical freedom for the 
anesthetist. The disadvantages are slower increase 
in depth, danger of overdosage and more cumber- 
some apparatus. 
A 20-cc., 30-cc. or 50-cc. syringe with tubing, 
adapter, needle and a stopcock to prevent backflow 
comprises the usual equipment for administering 
Pentothal. For continuous-flow technics, the Pen- 
tothal is manufactured in bulk in 0.25 to 1.0 per 
cent solution in 5 per cent dextrose and given intra- 
venously at a speed commensurate with the needs 
of the patient. The bulk solution, if backflows and 
other contamination are prevented, will keep at 
least a week at room temperature and will save 
considerable waste involved in the serial-injection 
technics. Pentothal solutions should not be used 
if any precipitate is present. Methods of reducing 
the dose of Pentothal to lighten the immediate de- 
pressant effects, as well as to shorten the post- 
operative recovery period, are a combination with 
regional block,?*-27 local or nitrous oxide anes- 
thesia,?” use of curare or intravenous morphine’: 
and cocainization of the larynx and pharynx.”! 

The contraindications to Pentothal are gradually 
fading. Shock is no longer an absolute contra- 
indication.!5. 26 Rovenstine et al.?% have given 


Pentothal an intermediate place in the anesthesia - 


of shock, with cyclopropane rated “good” and ether 
“poor.” Liver damage, along with kidney damage, 
has been questioned as an absolute contraindication. 
Neither the liver nor the kidneys play a primary 
role in the breakdown of Pentothal.*!: ® Holly’® has 
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invaded the field of pediatric anesthesia with Pen- 
tothal and is quite satisfied. The only remaining 
absolute contraindication to the use of the drug is 
inability of the anesthetist to maintain concurrently 
the necessary oxygenation of the patient and the 
desired depth of anesthesia. 


New TEcuHNICcS 


Various combinations of curare with inhalation 
anesthetics,!* % or with Pentothal,® constitute the 
basis for most of the new technics of general anes- 
thesia. Hathaway and his associates," for example, 
have used curare to produce apnea and have main- 
tained unconsciousness with nitrous oxide and 
oxygen during long periods of controlled respiration. 

The new technics depend heavily for their success 
and safety on the ability of the anesthetist who has, 
in Drinker’s** words, “had the temerity to become 
the oxygen supplier of another individual.” 

From time to time, minor improvements in equip- 
ment.have appeared, such as vinyl-plastic endo- 
tracheal tubes,** new laryngoscope designs,** means 
of bilateral nasoendotracheal administration®’ and 
constant suction for chest surgery.*® These im- 
provements, although collectively important, are 
sO numerous that they must be left to the process 
of casual discovery. 

In most anesthetic procedures success is ensured 
by proper premedication. Dripps®® has given an 
over-all view of the rationale. He has analyzed the 
effects of morphine, the barbiturates and the pressor 
drugs and has compared scopolamine with atropine, 

Premedication is made more flexible by adminis- 
tration in divided doses and by the use of intravenous 
morphine and atropine. The maximal respiratory 
depressant effect following the intravenous injection 
of morphine is obtained in three to seven minutes.*® 
Pearman*® has described a safe technic and com- 
mented on the reduced amount of Pentothal fol- 
lowing proper use of morphine. Various substitutes 
for morphine have been suggested to lessen post- 
Operative nausea and vomiting.“ Handley and 
Ensberg,® in a study of five respiratory stimulants, 
report amphetamine to be the most effective in 
combating respiratory depression following morphine 
overdosage. 

Atropine in large doses — 0.6 mg. (1/100 gr.) for 
adults — has been suggested for prophylaxis against 
laryngospasm.* 

Atropine, but not scopolamine, counteracts the 
barbiturate and morphine effect of lowering the 
prothrombin time.“ These findings have suggestive 
importance in the prophylaxis of postoperative 
thrombus formation. 

In oral surgery the desirability of complete topical 
anesthesia of the pharynx and larynx has been em- 
phasized, and the technic described.”: *3 45 


Puysio.Locic INVESTIGATIONS 


Much physiologic research is of direct significance 
to anesthesiologists. Of this work, however, only a 


832 THE NEW ENGLAND JOURNAL OF MEDICINE 


small fraction — that described in the literature on 
surgery and anesthesia — is considered below. Even 
this must be in the form of suggestions for further 
reading rather than full discussion. 

Anoxia 

There are still those who condone degrees of 
anoxia in conjunction with nitrous oxide anes- 
thesia.**. 47 This attitude is not shared by most 
workers,‘8-® and the tendency in recent years is 
to bring the greatest enemy, anoxia, into the open. 
In their challenging paper, Barach and Roven- 
stine® review disapprovingly the literature advocat- 
ing so-called “‘asphyxia” as an adjunct to nitrous 
oxide administration and present factual evidence 
_of the death and injury caused by such anoxia. 
Finally, they protest against the continued use of 
anesthetic mixtures containing less than 20 per cent 
oxygen. 

Adams etal.“*have made interesting measurements 
of blood oxygen to show that whereas the patient 
may be well oxygenated during operation, the oxy- 
gen concentration may fall to dangerous levels post- 
operatively. They also point out that high con- 
centrations of oxygen in the anesthetic mixture do 
not necessarily ensure proper oxygenation, and they 
have analyzed at length the hindrances to proper 
oxygenation during intrathoracic operations. These 
are decreased efficiency of respiratory effect, de- 
creased ventilation of the lung, decreased cardiac 
output and alteration of the transport mediums. 

The work of Courville® should be read for an 
understanding of the pathological background to the 
present attack on anoxia. 


Anesthesia of Shock 


For the patient who is undergoing severe hemor- 
rhage or who is in shock, cyclopropane is considered 
by some to be the best general anesthetic 
agent.?6, 29,30 After extensive microscopical observa- 
tions in vivo of the peripheral circulation Roven- 
stine and his co-workers*® have come to several 
valuable conclusions: ‘‘Ether anesthesia predisposed 
animals to early and extensive deterioration of the 
peripheral compensatory mechanisms and decreased 
their tolerance to hemorrhage and their response to 
transfusion. Cyclopropane did not produce these 
effects.” They believe that cyclopropane actually 
improves the condition of many patients following 
sudden severe hemorrhage.?® Evans,?* although 
granting that cyclopropane is ideal when available, 
has properly insisted that other safe technics should 
be at hand. He has suggested regional block anes- 
thesia and light doses of Pentothal. Gould‘? ap- 
parently still favors ether in many cases. Whatever 
method is used, massive intravenous therapy, — 
usually with blood,— minimal amounts of anes- 
thetic, minor surgical procedures and a high con- 
centration of oxygen are essential to success in the 
anesthesia of shock. 


Organization of Intravenous Therapy 


Intravenous therapy with particular reference to 
the surgical patient should be a part of the special- 
ized knowledge of the anesthesiologist. It is a major 
factor in the prophylactic treatment of surgical 
shock. New progress has been made in the organiza- 
tion within the hospital for the effective and safe 
administration of intravenous fluids. 

In some hospitals the entire transfusion service 
has become a function of the anesthesiology depart- 
ment.55 In others fluid therapy, including trans- 
fusion, is the sole responsibility of the anesthesiolo- 
gist in the operating room. These responsibilities, 
complete or limited as they may be, carry with them 
the need for thorough understanding of a broad 
physiologic field. A knowledge of the principles of 
blood grouping and the management of transfusion 
reactions, as well as an appreciation of water and 
electrolyte balance and protein requirements, is a 
prerequisite for the modern anesthesiologist.°*** 


Pulmonary Edema and Inflammation 


The mechanism and treatment of pulmonary 
edema have been described in a classic monograph 


by Drinker.** He has explained on an experimental _ 
‘basis how pulmonary edema is the result of two fac- 


tors: a sustained increase in the intracapillary pres- 
sure of the lungs and a decrease in the oxygen tension 
of alveolar air. 

Early or prophylactic treatment is best. This con- 
sists in the administration of 100 per cent oxygen 
under a positive pressure equivalent to about 10 
mm. of mercury during both phases of respiration. 


Increased Intrapulmonary Pressure 


The widespread use of anesthetic technics and 
therapeutic measures, such as that suggested by 
Drinker, under increased intrapulmonary pressure 
has stimulated experimental work on the physio- 
logic effects of such pressure. Beecher et al.5® have 
stated that in animals with poor circulation in- 
creased pressure in the airway is deleterious and 
causes death. On the other hand, Thornton and 
his associates®® have observed that it is of highest 
importance to the oxygenation of dogs with chests 
open to maintain a constant endobronchial pressure 
equivalent to about 8 cm. of water. Knoefel et al. 
have shown that the respiration of dogs under 
barbital anesthesia for three hours at a positive 
pressure equivalent to 7 mm. of mercury leads to a 
41 per cent reduction of cardiac output, with in- 
creased venous pressure and unchanged respiratory 
volume, oxygen consumption, blood carbon dioxide 
content and plasma volume. Dogs under similar 
conditions for one hour may or may not show a 
reduced cardiac output. Further work on this 


subject is necessary. The investigations of Drinker** 
on pulmonary edema may furnish some valuable 
clues. 
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Effect of Ether on the Lower Respiratory Tract 


Surprising inferences have been drawn concerning 
the effect of ether on the output of fluids by the 
lower respiratory tract. No change in such secre- 
tion was found in the first through the third plane 
of anesthesia in etherized dogs, cats and rabbits. 
In addition, since postural drainage did not in- 
crease the apparent flow, the conclusion was reached 
that ciliary action in the lower respiratory tract is 
not altered by inhaled ether. Atropine sulfate also 
has no effect in decreasing fluid production in this 
region. ‘These findings, if corroborated in man, in- 
crease the importance of the role of upper-respira- 
tory-tract secretion in the etiology of atelectasis, 
and cuffed endotracheal tubes may be more fre- 
quently indicated. 


Atelectasis 


A group of simple experiments by Hilding® have 
given a probable explanation of the mechanism of 
atelectasis. In a cylinder of hen trachea consider- 
able negative pressure builds up behind piston-like 
mucinous material moved orally by ciliary action. 
It is suggested that this piston-like action, and not 
the absorption of gases trapped behind fixed mucous 
plugs, is the principal factor producing collapse of 
distal lung segments. 


Laryngospasm 


Annoying and frequently dangerous reflexes pro- 
ducing laryngospasm are only moderately well con- 
trolled by heavy doses of atropine.# Moreover, 
since laryngospasm is most frequently encountered 
during light anesthesia, vomiting and aspiration 
may precipitate a crisis. A reliable, rapidly acting 
means of controlling the spasm has been widely 
sought. Curare is said by some to offer an effective 
solution.®: 


Effect of New Drugs 


The group of drugs represented by propy] thio- 
uracil has reduced the problems of anesthesia for 
thyroid surgery essentially to those for any other 
surgical procedure about the neck. With almost no 
exception, thyroid storms and the heavy doses of 
anesthetic agents necessary in thyrotoxicosis are 
now part of medical history. 

Another group of drugs, represented by penicillin 
and streptomycin, have reduced postanesthetic 
morbidity and mortality. 


Ether Convulsions 


Rosenow, Mousel. and Lundy® have reported 
further investigation in an attempt to establish an 
etiologic relatign between certain streptococci and 
convulsions under ether anesthesia. 


Cyclopropane Arrhythmias 


Since the introduction of cyclopropane, two con- 
stant objections have plagued the administrator: an 
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extremely real explosion hazard®* ® and the occur- 
rence of dangerous cardiac arrhythmias.** The 
explosion hazard has been reduced by the proper 
training of operating-room personnel, the elimination 
of materials and machines producing high charges 
of static electricity, the use of closed technics, the 
use of the Horton intercoupler and other more 
debatable measures.® 

The arrhythmias remain as part of the calculated 
risk present with this, as it is with any other, 
anesthetic agent. They vary from premonitory 
sinus arrhythmia, dropped beats and coupled beats 
to ventricular fibrillation and cardiac standstill. 

Direct cardiac massage and forced respiration are 
the principal factors in resuscitation.’?® Recent work 
by Stutzman et al.” indicates that intravenous 
procaine has no value in restoring normal rhythm 
once ventricular fibrillation has occurred. Burstein 
and his associates,”7-"* however, who carried out the 
original work on the use of procaine, have since 
presented case reports’® to refute the animal ex- 
periments of Stutzman. Burstein has used intra- 
venous procaine for cardiac arrhythmias during 
anesthesia in dosages of 3 to 7 cc. of a 1 per cent 
solution. 

Allen et al.76 investigated the mechanism of 
cardiac arrhythmias in cats under cyclopropane 
anesthesia and decided that, whereas vagal tonus is 
not essential in the mechanism, cardiac sympathec- 
tomy abolishes spontaneous cyclopropane arrhyth- 
mias of ventricular origin. They have discussed the 
danger of sympathicolytic drugs in practice, however, 
and have advised dilution of cyclopropane with 
more oxygen at the onset of cardiac arrhythmias. 
If this measure is not effective or if the proper level 
of anesthesia cannot be maintained, they have 
used a different agent. 


Explosion Hazards 


The danger of anesthetic explosion has been dis- 
cussed, ®*. §7 but only one new preventive suggestion 
has been put forth — the ionization of the air to 
reduce static electricity accumulations.®® This 
measure appears to be less practicable than the 
program set forth in the report of the Committee on 
Static Electricity,’’ reprinted from the Quarterly of 
the National Fire Protective Association. 


Chemical Absorbents of Carbon Dioxide 


Following laboratory experiments, Adriani’® fixed 
the ideal characteristics of agents used to absorb 
carbon dioxide during anesthesia. The optimum 
water content (between 10 and 22 per cent),’® the 
size of granules (4 to 8 mesh) and other mechanical © 
and chemical variables have been summarized in 
his new book.®® More recently, Mousel, Weiss and 
Gilliom,* after extensive clinical investigation, have 
favored baralyme as a more satisfactory absorbent 
for general use. 
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Electronarcosts 


_ The production of the anesthetic state by electric 
currents has been known for decades. The method is 
relatively safe and reversible in the effects noted. 
Although the phenomenon is still under investiga- 
tion, it is not yet suited for clinical application.®: ® 


Metopryl 


The most recent efforts of the Krantz™ group to 
replace ether have resulted in a product called 


Metopryl. 


This volatile agent, closely related to 


di-ethyl ether, was recently proposed, at a meeting 


of 


the International College of Anesthetists, as an 


agent surpassing ether in rapidity of action, freedom 
from local irritation and surgical relaxation. Con- 
firmation from other workers has not yet been 
given. 
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CASE 33221 


PRESENTATION OF CASE 


First admission. A forty-two-year-old housewife 
entered the hospital because of vaginal bleeding. 

The patient had been in excellent health until six 
months before entry, when she had first noticed 
slight generalized weakness and easy fatigability. 
Three months later an unusually prolonged and pro- 
fuse period had occurred, and she had subsequently 
had some intermittent intermenstrual bleeding 
associated with abdominal cramps, gradually in- 
creasing in severity. She had also had occasional 
hot flashes. During the next to the last period, 
which occurred four weeks before entry, she used 
ten to fifteen napkins a day and passed some blood 
clots. Abdominal cramps were again severe, and 
she had one episode of “‘cold sweats” and fainting. 
Since then she bled almost every other day, re- 
quiring as many as ten napkins a day. Six days be- 
fore entry she began to bleed constantly, passing 
some small clots, and on the day before entry she 
passed a clot about the size of a fist. During the 
three days before entry she occasionally had chilly 
sensations and fainted several times. There had been 
no pain or headaches. 

The patient had begun to menstruate at the age of 
sixteen years, and until the present illness the 
periods had always been regular, occurring every 
twenty-six to twenty-eight days and lasting for five 
or six days. They had always been somewhat 


profuse. She had had six children, the eldest of whom 
was twenty-six years and the youngest fourteen 
years of age. In the two months before entry she 
had lost about 10 pounds. She had not had inter- 
course for eight months before entry. 

Physical examination revealed a pale, somewhat 
obese woman. The heart, lungs and abdomen were 
normal. There was a slight cystocele and first- 
degree procidentia. There was a bloody discharge 
from the cervix. The uterus was about twice the 
normal size and in third-degree retroversion. 

The temperature, pulse and respirations were 
normal. The blood pressure was 130 systolic, 70 
diastolic. 

Examination of the blood disclosed a red-cell 
count of 3,300,000, with 12.0 gm. of hemoglobin, 
and a white-cell count of 5400, with 60 per cent 
neutrophils. A blood Hinton test was negative. The 
urine was normal. 

On the third hospital day a total hysterectomy 
was performed. The cervix was bilaterally ulcerated 
and contained some small Nabothian cysts. The 
uterus measured 10 by 4 by 3cm., and the myo- 
metrium was studded with firm, yellowish-orange 
nodules, 1 or 2 mm. in diameter. The endometrium 
was reddish orange and 1 mm. thick except at the 
fundus, where a 1.5-cm. polypoid mass was present. 
The pathological diagnosis was neurofibromas of the 
myometrium. The patient recovered uneventfully 
and was discharged on the seventeenth hospital day. 

Second admission (two years later). Following 
discharge the patient continued to complain of weak- 
ness. She also had slight stress incontinence, which 
was the presenting complaint. The weight had in- 
creased from 149 pounds at the time of the first ad- 
mission to 158 pounds. 

The physical findings were essentially unchanged. 
The hemoglobin was 15.0 gm., and the white-cell 
count 5400. The urine was normal. 

On the fourth hospital day an anterior col- 
porrhaphy and a perineorrhaphy were performed. 
The postoperative course was uneventful, and 
the patient was discharged on the fifteenth hospi- 
tal day. 

Third admission (fourteen months later). For 
several months after the operation the patient was 
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well and continent of urine. Then, slight inconti- 
nence returned. Also, she continued to suffer from 
weakness and fatigue. Iron pills prescribed by a 
physician were of no avail. For ten months she had 
had occasional attacks of nausea and cramps in the 
‘pit of the stomach.” These episodes usually came 
within thirty minutes to an hour following a meal. 
She had no intolerance to fatty foods. She also com- 
plained of increasing constipation and frequent hot 
flashes and jittery spells lasting about fifteen minutes 
at a time. She had lost about 10 pounds in weight 
despite progressive enlargement of the abdomen for 
several months. 

On physical examination the patient appeared 
chronically ill. The lungs were clear. The abdomen 
was protuberant and tympanitic. Peristalsis was 
active. A large, poorly defined, somewhat movable, 
hard, slightly tender mass filled most of the right 
lower and middle portions of the abdomen. It was 
ovoid in shape, with its long axis parallel to the long 
axis of the body, arose in the pelvis and extended 
to the umbilicus. A smaller cystic mass was felt in 
the left pelvis, and there was a mass dissecting down 
between the vagina and the rectum. 

The temperature was 102.5°F., the pulse 120, and 
the respirations 25. The blood pressure was 120 
systolic, 75 diastolic. 

Examination of the blood revealed a hemoglobin 
of 11.2 gm. and a white-cell count of 15,500 with 89 
per cent neutrophils. The nonprotein nitrogen was 
25 mg., and the serum protein 6.7 gm. per 100 cc. 

The urine gave a +-++ test for albumin. The sedi- 
ment from a catheterized specimen contained 3 red 
cells and 20 white cells per high-power field. Cul- 
tures showed abundant colonies of colon bacilli. 

X-ray examination disclosed an area of horizontal 
linear density in the left lower-lung field. There 
were a number of rounded, calcified areas with 
centers of decreased density in the right upper 
quadrant of the abdomen. A rounded calcified mass, 
3 cm. in diameter, was present in the left upper 
quadrant. The kidneys appeared normal in position 
and size, the right being slightly larger than the left. 
Both excreted intravenous dye promptly, and the 
urinary passages on the left appeared normal. There 
was a marked accumulation of dye in the right kid- 
ney two hours after injection and moderate dilata- 
tion of the right pelvis, calyxes and upper right 
ureter. Both ureters were displaced laterally by 
what appeared to be a lobulated mass about 13 cm. 
in diameter in the midpelvis. This compressed the 
upper border of the bladder. A second, rounded 
mass about 11 cm. in diameter was lying over the 
upper border of the sacrum on the right. These 
masses were rather sharply defined, smooth and free 
of calcification. A barium enema showed no evidence 
of intrinsic bowel disease. 

On the sixth hospital day an operation was per- 
formed. 
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DIFFERENTIAL DIAGNOSIS 


Dr. Paut A. Younce: On the first admission this 
patient had a cystocele and a first-degree pro- 
cidentia. There is often confusion between the terms 
“prolapse” and “‘procidentia” of the uterus. Pro- 
cidentia, as we use the term, means that the uterus 
is outside the introitus. 

Dr. Francis M. INGERSOLL: I should say that the 
uterus was moderately prolapsed; it just came down 
to the introitus. 

Dr. Joe V. Metcs: Then this was not a pro- 
cidentia. 

Dr. YounceE: I should say, a second-degree pro- 
lapse. 

Symptoms of cramps with flowing usually mean a 
definite intrauterine lesion, such as pedunculated 
fibroid or pedunculated adenomyoma. Occasionally, 
with dysfunctional flowing, large clots are passed in 
association with cramps, but there is not so much 
intermenstrual bleeding as this patient had. From 
the history, I think that she had a submucous 
pedunculated tumor. Another lesion that could 
cause the symptoms is a carcinoma of the cervix 
obstructing the cervical canal. This results in pain 
and intermenstrual bleeding that is perhaps not so 
profuse as that in the case under discussion. I assume 
that dilatation and curettage were not done before- 
hand, since no mention is made of such procedures. 

The uterus that was removed is described as > 
measuring 10 by 4 by 3 cm.; that fact fails to sub- 
stantiate the clinical finding of a uterus twice the 
normal size because the measurements are those of a 
normal or somewhat small uterus. There was a small 
intrauterine tumor, which may have caused the 
symptoms of cramps and bleeding. The gross de- 
scription sounds like an endometrial polyp, and I 
am mystified by the pathological diagnosis of neuro- 
fibroma of the myometrium. That is a completely 
new lesion of the uterus so far as I am concerned, 
and I do not know its significance. It is possible 
that it was a part of a generalized neurofibromatosis, 
but there is no confirmatory evidence for such a 
hypothesis in the history or the physical examina- 
tion. I also fail to understand why at the first 
operation nothing was done about the relaxed pelvic 
floor. 

On the third admission the outstanding symptoms 
were loss of weight, general debility and cramps and 
nausea after eating. Physical examination disclosed 
bilateral pelvic masses, one of which extended up 
into the abdomen. The intravenous pyelogram 
demonstrated ureteral obstruction on the right. The 
pelvic tumor that most frequently causes obstruc- 
tion in the urinary tract is carcinoma of the cervix, 
and I have considered that diagnosis seriously in 
spite of the description of the cervix at the time of 
hysterectomy. The ovaries were not removed at 
the first operation, and bilateral pelvic tumors and 
gastrointestinal symptoms such as she had make 
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one think of a Krukenberg tumor. The ovaries may 
have developed a primary malignant tumor, but 
carcinoma of the ovary seldom causes ureteral ob- 
struction. The patient must have had an infiltrating 
tumor in the broad ligament obstructing the ureter, 
and we know that she had infiltration of the recto- 
vaginal septum. This again makes one think of 
carcinoma of the cervix, but since that is apparently 
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urinary tract on the right. The barium in the small 
intestine outlines the soft-tissue mass. 

Dr. YounceE: I did not realize that there were 
three pelvic masses. 

Dr. Wyman: I do not know whether there are 
three or whether it is one lobulated mass. 

Dr. Younce: Since one of the original lesions was 
a neurofibroma, I suppose that one should consider 


Ficure l. 


ruled out, my diagnosis is a Krukenberg tumor of 
the ovary, bilateral, with metastases in the pelvis 
causing ureteral obstruction and hydronephrosis. 
She also had gallstones. I am not certain what to 
say about the x-ray findings of the lungs — they 
may have been due to a thick interlobar septum and 
were probably not due to cancer. 

Dr. StanLEY Wyman: The area of linear density 
lies in the left lower-lung field just above the 
diaphragm. There may be some collapse of the lower 
lobe. I think of atelectasis. This plain film of the 
abdomen, taken on the same day, shows a rounded 
mass. A second overlying shadow is faintly dis- 
cernible at this point, and a third round mass over- 
laps, with some gas apparently flowing around it. 
The small areas of calcified ringlike density that are 
seen in the right upper quadrant conform to the con- 
figuration of the expected site of the gall bladder. 
This is the mass of round calcification seen on the 
left. After the intravenous introduction of dye, the 
first film shows delay in excretion by the right kid- 
ney, presumably due to the obstructed ureter. The 
film taken two hours after the introduction of dye 
shows considerable dye remaining in the upper 


neurofibrosarcoma. But I know nothing about that. 
I do not know what to expect benign uterine neuro- 
fibromas to be accompanied by or followed by, and 
I shall omit that as a possibility and stick to the 
diagnosis of Krukenberg tumor. 

Dr. Tracy B. Mattory: The diagnosis of neuro- 
fibromatosis of the uterus was made during my ab- 
sence from the laboratory, and I disclaim respon- 
sibility. I do not wonder that the pathologist was 
puzzled by the sections, one of which is shown in 
Figure 1. This is from the polypoid tumor in the 
uterine cavity and shows a few widely dispersed 
endometrial glands separated by exceptionally 
abundant endometrial stroma. In this stroma were 
numerous whorls of exceptional cellularity. Similar 
masses of small spindle cells, also with a tendency to 
whorl formation, invaded deeply into the myo- 
metrium. The pattern resembles that seen in tumors 
arising from nerve sheaths, but I do not believe that 
I should have made that diagnosis. I seriously con- 
sidered the possibility of a granulosal-cell tumor 
primary in the ovary, but the apparent normality 
of the ovaries at the first operation made this ex- 
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tremely improbable. I finally decided than an endo- 
metrial sarcoma was the best diagnosis. 

Dr. YouncE: Could you exclude leiomyosarcoma 
or cellular leiomyoma? We have had a recent case 
of so-called “cellular leiomyoma” in which the pa- 
tient is dying of metastatic sarcoma. The lesion in 
the case under discussion may have been a sarcoma. 

Dr. Mattory: I believe that one can rule out 
leiomyoma or leiomyosarcoma, since these cells are 
tiny spindle cells, much smaller than muscle cells. 


CurnicaL Dracnosis 
Carcinoma of ovary? 


Dr. Younce’s D1acnosis 
Krukenberg tumor of ovary. 


ANATOMICAL D1acGnosis 


Endometrial sarcoma? 7 
Stromal endometriosis (endolymphatic fibromyosis 
of Frank)? 


PATHOLOGICAL Discussion 


Dr. Matiory: Dr. Ingersoll, will you tell what 
you found at operation? 

Dr. INGERSOLL: At operation the lower half of the 
abdomen was studded with a polypoid type of tumor 
that had infiltrated the omentum and was adherent 
to the abdominal wall. In the pelvis there were other 
masses of a similar type of tumor. It was not like 
any tumor that I had seen before. The omentum 
and other tissues seemed to be studded with smooth, 
round masses of varying size. We resected the 
omentum but were unable to remove fhe tumor in 
the pelvis. 

Dr. Metcs: Did you remove the ovaries? 

Dr. IncERSOLL: No; the small bowel, the large 
bowel and everything else were adherent in the 
pelvis. 

Dr. Meics: I bring up that point for later dis- 
cussion in connection with the treatment. It may 
be important. You did not consciously remove the 
ovaries? 

Dr. INGERSOLL: No. 

Dr. Mattory: The Pathology Department wor- 
ried over the diagnosis of this case once more for 
several weeks after the third operation. The 
probable clue to it, I think, was found, not in the 
original sections of the uterus, but in the new tumor 
growth of the omentum. This presented a peculiar 
appearance — multiple nodules of varying size, 
some less than a millimeter in diameter, others up 
to 2 or 3 cm. in diameter, of a small spindle-cell 
neoplasm, which was projecting into and growing 
in the lumen of spaces lined with endothelium that 
seemed to be tremendously dilated lymphatic ves- 
sels. A characteristic nodule is shown in Figure 2. 
The tumor corresponds entirely in its histologic 
appearance to a group of lesions that were reported 
some years ago by Frank! at the Mount Sinai Hos- 
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pital under the title of “endolymphatic fibromyosis 
of the uterus.” The same tumor has unquestionably 
been called by other names. I am quite sure that it 
has been referred to at times as stromal endo- 
metriosis, and in certain respects it suggests that 


Ficure 2, 


condition. We have had a case in the old records of 
the hospital that Dr. Meigs? studied some years ago 
and illustrated in his book. I suggest that he say 
something about it. 

Dr. Mercs: When I ran across this tumor in going 
over the histologic sections in the laboratory, I called 
it a “leiomyosarcoma invading a fibroid.” Dr. 
Goodall® and later Dr. James Miller, of Hartford, 
reported a stromal endometrium, having all the 
characteristics seen in this picture. This picture in 
my book, which was drawn without knowledge of 
what it was, demonstrates the small worm-like 
nodules growing in the lymphatic vessels of the 
fibroids. Our case was undoubtedly a stromal endo- 
metrium invading lymphatic vessels and was similar 
to Dr. Miller’s case. 

May I ask Dr. Ingersoll if x-ray treatment was. 
given? In certain cases of stromal endometriosis, 
even though the tumor appears extremely malig- 
nant, with extensive invasion of the lymphatic 
vessels, x-ray treatment has been effective, pre- 
sumably as the result of abolishing ovarian function. 
If this patient received x-ray treatment, what. 
happened to her? 

Dr. INGERSOLL: She was extremely ill throughout. 
her stay in the hospital, and we gave an unfavorable 
prognosis, not knowing what type of tumor she had. 
She received a total of 4100 r during a three-week. 
period. When seen in my office four months later 
she looked well. All the masses have disappeared. 
except the one in the rectovaginal septum. 

Dr. Meics: That is what Goodall and Miller 
state: that x-ray treatment, not of the tumor but. 
of the gonads, may perform the miracle that seems. 
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to have been performed. This tumor and the one in 
the book are similar. My patient is also living and 
well, after a total removal of the genital organs. It 
looked as if she could not live when one saw the 
tumor masses, but she did. 

Dr. INGERSOLL: One of the patients in Frank’s 
original cases responded well to x-ray treatment. 
The tumor had been incompletely removed, and 
following operation the patient received x-ray treat- 
ment and survived for a long time. 
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CASE 33222 


PRESENTATION OF CASE 


A fifty-year-old unmarried, retired schoolteacher 
was admitted to the hospital because of abdominal 
cramps and distention. 

For twenty-five years the patient had had recur- 
rent, transient gastrointestinal upsets, occurring on 
an average of two or three times a year and lasting 
two or three hours. The episodes were characterized 
by pain and gas in the upper abdomen, nausea, 
vomiting and diarrhea. About two years before 
entry x-ray studies — apparently, a gastrointestinal 
series and a barium enema — were said to have been 
negative. For the five months immediately preced- 
ing entry she had noticed a gradual but definite 
change in symptoms, with increasing, audible bor- 
borygmi and shifting “lumps of gas” in the abdomen. 
She had had occasional cramping periumbilical pain, 
with nausea and vomiting, and intermittent alternat- 
ing constipation and diarrhea. She denied having 
noted hematemesis, tenesmus, bleeding by rectum 
or black, tarry stools. The stools had often been 
light, almost white, but she had never been jaundiced 
or noticed dark urine. She had had no chills or 
fever. Fatty foods always caused some dyspepsia. 
Four nights before entry she had awakened in the 
middle of the night with a particularly severe attack 
of abdominal cramps and diffuse pain. A gastro- 


intestinal series and barium enema in another hos-. 


pital revealed something ‘“‘down low in the small 
bowel that required operation very soon.” She had 
taken practically nothing by mouth on the day of 
entry and had had two small watery movements 
without gas. She admitted a weight loss of unde- 
termined amount in the preceding four months. 

A thyroidectomy had been performed twenty 
years previously. The patient stated that her 
mother and a maternal aunt had died of cancer and 
that one of her sisters was seriously ill with cancer 
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of the breast. One sibling had died of tuberculosis. 

Physical examination revealed a thin, pale, some- 
what dehydrated woman in no acute discomfort. 
The abdomen was distended and tympanitic. There 
was visible, audible and palpable peristalsis, with 
rushes, high-pitched tinkles and fluid gurglings of 
the distended loops of bowel. There was moderate 
tenderness without spasm in the lower abdomen in 
the midline, but no masses. The examination was 
unsatisfactory, however, because of the distention. 

The temperature, pulse and respirations were 
normal. The blood pressure was 120 systolic, 
70 diastolic. 

The white-cell count was 8500, with a normal 
differential. The hemoglobin was 11.4 gm., and 
the hematocrit 36. The urine was normal. The 
nonprotein nitrogen was 23 mg., and the total 
protein 5.6 gm. per 100 cc. The chloride was 101 
milliequiv., and the carbon dioxide 25.4 milliequiv. 
per liter. X-ray examination was not repeated in 


‘this hospital. 


During the first week in the hospital decompres- 
sion of the small-bowel distention with a Harris 
tube was effected. By the fifth hospital day the 
tube lay over the sacrum and was apparently fairly 
close to the point of obstruction. The patient was 
given 2500 to 4000 cc. of intravenous fluids a day 
including Amigen, dextrose, physiologic saline solu- 
tion and vitamins, and four transfusions were 


administered. 


On the eighth hospital day an operation was 
performed. 


DIFFERENTIAL DIAGNOSIS 


Dr. Artuur W. ALLEN: The record states that 
no x-ray studies were done in this hospital. Do 
we have the films taken outside? 

Dr. Laurence L. Rossins: No; but I can help 
you a little by describing them. I have brought 
along a film that shows an essentially similar appear- 
ance. Here is a single dilated loop of small bowel 
that appears to arch around something, as if it 
might partially surround a tumor mass. The dilated 
segment of bowel terminates with a shelf-like margin, 
and distal to this point the bowel is relatively col- 
lapsed. That is as close as I can come to describing 
the x-ray appearance. The dilated loop was demon- 
strated in two films taken some time apart, and its 
appearance remained essentially unchanged. The 
fluoroscopist believed that he could localize the 
obstruction in the lower small bowel. 

Dr. ALLEN: I was certain that a film of the ab- 
domen had been taken on admission so that we 
could see to what extent the loops of small intestine 
had become dilated. I suppose that without the 
slightest doubt we must accept the fact that she had 
small-bowel obstruction, which was low in the ileum. 

The past history is interesting. It is difficult for 
me to see how we can account for the episodes of 
gastrointestinal difficulties lasting only two or 
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three hours at a time and occurring two or three 
times a year for a period of twenty-five years. I 
think that that type of history might be elicited 
from a great many schoolteachers of similar age. 
Perhaps it is unfair to make that classification, but 
schoolteachers probably have many things to worry 
about that other people avoid. For five months 
there had been a definite change in the pattern. 

For some reason or other the patient had retired. 
The age is fairly young for a schoolteacher to stop 
working, but perhaps it was for reasons other than 
health, although it is possible that she became more 
uncomfortable and had to stop working. At any 
rate, for five months, there were symptoms that 
may provide a starting point as a present history. 

The emphasis on the fact that fatty foods caused 
dyspepsia, as stated in the record, is interesting but 
may not have too much bearing on this case, 
although one must consider the possibility of a 
gallstone ileus with small-bowel obstruction. The 
history is not consistent with a gallstone ileus, in 
that for three or four weeks there should have been 
fairly acute symptoms simulating acute cholecystitis 
and preceding the onset of small-bowel obstruction 
while the fistula was being formed naturally through 
which the stone would eventually pass into the 
intestinal tract to become lodged in the terminal 
ileum at its narrowest point. These patients usually 
appear in the hospital about forty-eight hours after 
the onset of obstruction, and as a rule the small 
bowel is tremendously distended with gas. 

Another cause of small-bowel obstruction that 
must be considered is a foreign body of some type. 
There are many causes. People swallow enormous 
boluses of food. A complete orange in two parts 
may join itself together in the terminal ileum, as 
we have seen, and cause obstruction. In certain 
regions of the country there are various forms of 
bezoar, particularly in the South, where persimmons 
are eaten; apparently, the fibers get together and 
cause a bolus that in turn causes intestinal obstruc- 
tion. Any foreign body, such as a toothpick, may 
penetrate one wall of the intestine and go into the 
other and produce the same result. 

The most frequent cause of intestinal obstruction 
in the small bowel is an adhesive band, which often 
occurs without previous surgery. The patients are 
liable to be sicker than this patient was, with a high 
white-cell count, indicating the possibility of gan- 
grene in the bowel and so forth. Usually, there is 
not a four-day history of acute symptoms prior to 
entry. I think that we can rule out adhesive bands. 
Possibly, we cannot rule out torsion of the bowel, 
which does occur, although not so often in the small 
intestine as in the large bowel. 

The possibility of a Meckel’s diverticulum must 
always be considered in the discussion of intestinal 
obstruction. This woman gave no indication that 
she had such a lesion. Although the preoperative 
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diagnosis is apt to be intestinal obstruction associated 
with an inflammatory diverticulum, in adults we 
have the same inflammatory reactions that we have 
in acute appendicitis, with a high leukocyte count, 
a mass and a much sicker patient than this woman 
appeared to be. Intussusception can practically be 
ruled out on the basis that there was no blood and 
that the patient is said to have passed two watery 
discharges from the rectum. The fact is stressed 
that no blood was found. 

The nonspecific granulomas, regional ileitis and 
so forth develop in a slow fashion. They rarely 
precede an acute situation such as this, unless there 
is perforation with abscess formation, and there is 
no indication of that. I believe that Crohn’s disease, 
or terminal ileitis, must be considered in the differ- 
ential diagnosis, but it is not probable. Two factors 
in the family history were stressed: a history of 
cancer in the mother, a maternal aunt and sister 
and a death from tuberculosis in a brother or sister. 
The possibility of a malignant tumor of the small 
intestine is reasonable, although it is a rare condi- 
tion — the incidence is so limited that one hesitates 
to make such a diagnosis. One should be extremely 
cautious in coming to that conclusion although I 
must admit that on thinking this case over before- 
hand I had about decided that I was going to make 
such a diagnosis. Benign tumors of the intestine 


_ are far more frequent. They are, however, usually 


associated with intussusception. I am not able to 
read Dr. Robbins’s thoughts or to grasp the leads 
that he tried to give me about the mass underneath 
this arch of bowel that he has described, and I 
must say that his efforts do not help me too much. 
Having gone through all the various possibilities, 
I fall back on that of a tumor of the small intestine 
that had been troublesome for four or five months 
and that had finally, four days prior to admission, 
produced an acute obstruction, and I shall therefore 
make a diagnosis of tumor of the ileum. Inciden- 
tally, the farther down the small bowel, the likelier 
the tumor is to be sarcomatous; the higher up, the 
likelier it is to be cancer. I do not believe that"I 
want to make a differential diagnosis between 
adenocarcinoma and sarcoma — or lymphoma, for 
that matter; there is no evidence of bleeding, how- 
ever, which is against a carcinoma and in favor of 
the other type. 
Dr. Watter Bauer: I wonder if Dr. Allen is 
justified in throwing out the history of twenty-five 
years’ duration. I also wonder if one should not 
entertain the possibility that steatorrhea produced 
large granulomatous lesions, or one of the infectious 
granulomas that Dr. Allen has mentioned, such as 
tuberculosis or regional ileitis. I do not see why 
that should not fit the whole picture, without the 
necessity of considering a neoplasm. It would 


explain all the symptoms and also enable one to 
account for the difference or increase in symptoma- 
tology during the last five months. 
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Dr. Auten: I think that it is reasonable to con- 
sider the case in that light. I hesitate only because 
tuberculosis involving the small intestine is ex- 
tremely rare. It usually occurs in the cecum. 
The cecum may have been involved, but we have 
no evidence that it was. I think that Dr. Robbins 
would have been able to help more if it had been. 
Certainly, after the distention had been relieved, 
a mass should have been palpable in the right lower 
quadrant. I suppose it is possible for regional 
ileitis to be present for twenty-five years with 
extremely few symptoms. I have never seen such 
a case. The patients I have seen have always had 
a shorter history or an earlier onset. 

Dr. Bauer: The patient was so far removed 
from the onset of the acute attack that she may 
not have remembered the details. 

The character of the stools described made me 
wonder if we should consider an infectious disease 
of the small intestine. The stool was white. The 
patient was never jaundiced and never had dark 
urine. I should hold out for chronic steatorrhea due 
to an extensive lesion of the small intestine, such as 
regional ileitis or tuberculosis. 

Dr. Rossins: There was good barium filling of 
the entire small bowel, and I think that more would 
have shown in the films if the trouble had been a 
deficiency state or chronic steatorrhea. The area 
of narrowing was quite small, which is against 
regional ileitis. As for the hyperplastic form of 
tuberculosis, we could not exclude it, but the loca- 
tion is unusual. This was definitely in the ileum, 
far from the cecum. 

Dr. Bauer: My only point is that we often get 
into difficulty and make diagnostic mistakes because 
we throw away a history and start at a more recent 
point — in this case five months before admission. 
A history that goes back twenty-five years is not 
unlike that in the present case, except for a differ- 
ence in severity, and I wonder if, because we can 
find no explanation, we have the right to say that 
the patient was neurotic. 

Dr. Norman Witson: I do not believe that we 
can ignore the history in this case; furthermore, 
the patient was not neurotic. We carefully con- 
sidered that possibility. She was an intelligent 
woman, and the history was a definite one of 
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trouble that went back twenty-five years but with 
exaggeration of symptoms for five months before 
admission. I think that we can accept the history 
as being all right. The episodes were definite, and 
between them she was relatively free from symptoms. 

Dr. ALLEN: That bears out Dr. Bauer’s important 
criticism of my deduction. 


CurnicaL Diacnosis 


Small-bowel obstruction, due to long-standing 
regional ileitis. 


Dr. ALLEN’s D1acnosis 


Small-bowel obstruction, due to tumor of terminal 
ileum, probably malignant. 


ANATOMICAL DIAGNOsIS 


Multiple carcinoids of tleum, with metastases to 
mesenteric lymph node. 


PATHOLOGICAL Discussion 


Dr. Tracy B. Mat tory: At operation a constrict- 
ing lesion was found in the small bowel near the 
terminal ileum. In the mesentery, immediately 
adjacent to this, was a large, firm metastasis. A 
short distance away from the first lesion was a 
second tumor of the ileum. The cut surfaces of the 
tumors showed small yellow speckles. The larger 
tumor produced a constriction of the bowel with 
dilatation of the proximal portion to three times 
the normal diameter. Despite the dilatation, the 
wall above the constriction was markedly thickened, 
so that it is evident that there had been obstruction 
for a long time. The tumor was composed of ex- 
tremely small cells containing argentaffin granules, 
a so-called “carcinoid” of the small bowel. These 
tumors usually grow extremely slowly. They are 
invasive and metastasize to regional lymph nodes 
but do not usually extend beyond them. There is a 
case in the hospital records in which the bowel was 
resected, and metastasis to the mesenteric nodes 
was noted at the time of operation. When the 
patient died in this hospital sixteen years later of 
pneumonia, the metastatic carcinoid was found in 
the mesentery, but it had not spread a centimeter 
from the original location in all that time. 
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A. M. A. CENTENNIAL 


One hundred years ago the American Medical 
Association had its inception, and although little of 
great import was accomplished during the first 
fifty years of its existence, it has made many sig- 
nificant contributions to the advance of medicine 
during the past fifty years. Among others, these 
include improved standards for medical schools and 
hospitals, investigation of quacks and charlatans, 
approval of drugs, foods and apparatus, professional 
and lay education, promotion of industrial and 
rural health and investigation of matters pertaining 
to the economic aspects of medical practice. Those 
who were unfamiliar with these achievements must 
have been made duly conscious by the series of 
articles covering the history of the Association that 
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recently appeared in the Journal of the American 
Medical Association, from the pen of its editor, 
Dr. Morris Fishbein. 

The Journal extends heartiest congratulations to 
the Association on the occasion of its hundredth 
anniversary. No doubt the celebration in Atlantic 
City will be an event whose memory those who 
attend will cherish for many years to come. 


PREVENTION OF RENAL COMPLICATIONS 
BY THE USE OF SULFONAMIDE MIXTURES 


PENICILLIN, because of its high therapeutic effi- 
cacy coupled with its low toxicity, has probably 
displaced the sulfonamide drugs in the treatment of 
many types of infection. Streptomycin, likewise, 
has proved highly effective in a number of other 
types of infection, for some of which the sulfona- 
mides had previously been used with varying 
degrees of success. There are still numerous infec- 
tions, however, for which the sulfonamide drugs 
continue to be useful and even essential, either 
alone or as an adjunct to other therapy, and this 
will probably remain true for some time to come. 

Among the most frequent of the serious complica- 
tions attending the use of the more effective sul- 
fonamide compounds are those involving the urinary 
tract. These are caused predominantly by me- 
chanical factors associated with the precipitation of 
crystals of the free or acetylated drugs anywhere 
along the urinary tract, and they are most serious 
when the precipitation occurs within the kidney 
tubules. These complications are dependent, in 
turn, largely on the solubility and the concentration 
of the compounds in the urine. Any measures that 
increase their solubility or prevent their excessive 
concentrations in the urine should therefore diminish 
the frequency with which precipitation occurs and 
hence reduce the incidence of renal complications. 

The methods generally employed for this purpose 
are the forcing of fluids, with a view to producing a 
more dilute solution, and alkalization of the urine, 


for the purpose of increasing the solubility of the 


drugs as they are excreted. These methods have 
not always brought about the desired effects. 


Furthermore, alkalization does not markedly affect 
the solubility of some compounds, notably sulfa- 
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thiazole and sulfapyridine, although it may appre- 
ciably increase the solubility of sulfadiazine and 
its derivatives. It also tends to increase the excre- 
tion of the latter in the urine, thus partly defeating 
its purpose. Moreover, the forcing of fluids and 
the use of alkalies are contraindicated in patients 
with cardiac or renal insufficiency and also in 
those with impaired liver function. } 

These considerations have led to attempts to 
utilize mixtures of different sulfonamides.'-* The 
- rationale for the use of sulfonamide mixtures is 
based on solubility experiments with combinations 
of the various effective sulfanilamide derivatives; 
they showed that if two or more of these compounds 
are present simultaneously in water or urine, each 
retains its own solubility, uninfluenced by the 
presence of the other. In other words, a saturated 
aqueous or urinary solution of sulfathiazole can 
still be fully saturated with sulfadiazine and sulf- 
amerazine.? 

Lehr! used sulfathiazole and sulfadiazine in equal 
amounts and showed experimentally that this com- 
bination produces a low renal toxicity and has a 
high antibacterial activity. Clinical studies in 
patients with acute bacterial infection in both 
adults? and children® indicated that this mixture 
given in the total doses ordinarily employed with 
single compounds yielded uniformly satisfactory 
therapeutic results. Effective blood levels and high 
sulfonamide concentrations in the urine were readily 
maintained with these doses. When treatment was 
stopped, the mixtures were rapidly cleared from the 
body. Crystalluria was infrequent despite the 
intentional omission of adjuvant alkali therapy, and 
no signs of renal irritation were encountered. The 
incidence of allergic reactions, moreover, also ap- 
peared to be lowered. Similarly, Flippin and his 
associates used a mixture containing equal parts 
of sulfadiazine and sulfamerazine, and they noted 
that the use of this combination resulted in a mark- 
edly decreased incidence of crystalluria compared 
with that observed when either compound was 
administered singly. 

Extensive studies with sulfonamide mixtures 
(“‘sulfa-combinations”) have also been carried out 
by Frisk and his co-workers® ® in Stockholm. They 
found that the antibacterial effect of such a com- 
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bination was equal to the sum of those of the in- 
dividual components. Their studies showed that 
when sulfathiazole, sulfadiazine and sulfamerazine 
were used together each retained its own solubility 
in buffered solutions or in urine over the usual pH 
range. The same was true of the acetyl derivatives 
of these compounds. Experiments in rabbits with 
these compounds given individually and in com- 
bination showed that fewer concretions resulted 
from the mixture than from any of the individual 
compounds used separately in equal doses. In 
human beings the three sulfonamides given simul- 
taneously were found to be absorbed, excreted and 
acetylated independently. 

The most suitable composition per gram was 
found experimentally to be 0.37 gm. of sulfathiazole, 
0.37 gm. of sulfadiazine and 0.26 gm. of sulfamera- 
zine. This mixture had almost the same absorption 
and excretion relations as sulfadiazine. There was 
practically no risk from accumulation in the blood, 
even when high doses were administered. In the 
doses ordinarily used in the treatment of pneumonia, 
the combined preparation is not excreted in super- 
saturated solutions if the reaction of the urine is 
approximately neutral. With the individual com- 
ponents given in equal doses, on the other hand, 
either the free or acetylated form always occurs in 
the urine in supersaturated solution, even in a neu- 
tral urine. The Swedish workers thought that the 
use of this mixture appeared to eliminate the risk 
of the formation of concretions in normal kidneys. 
As added precautionary measures, however, they 
state that diuresis should be maintained and that 
alkalies should be given. This method is considered 
to have the advantage of permitting the use of larger © 
doses than usua! with less danger of renal com- 
plications in cases of infection due to the more re- 
sistant bacteria. 

So far as the development of sensitization is con- 
cerned, a combination of the related compounds 
sulfadiazine and sulfamerazine appears to be prefer- 
able to a combination of sulfathiazole and sulfa- 
diazine. In the former, the two compounds differ 
only by a single methyl group, sulfamerazine being 
the monomethy] derivative of sulfadiazine. When 
used alone, if sensitization to one of these com- 
pounds develops it is almost invariably accom- 
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panied by sensitization to the other; hence,.there is 
no added disadvantage from using both at the same 
time, and if the patient becomes sensitized, sulfa- 
thiazole can be safely used in 85 per cent of the cases. 
The combination of sulfathiazole and sulfadiazine, 
on the other hand, would probably result in sen- 
sitization to both, and no one of the three drugs 
could then be given without a reaction. 
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A HUNDRED YEARS AGO 


The trustees of the Massachusetts General Hos- 
pital and the McLean Asylum present for the last 
year an exceedingly favorable report of these in- 
stitutions. In both the income has exceeded the ex- 
penditures, leaving a balance to be appropriated for 
increased comforts and advantages. One who 
visits the Allen St. Hospital cannot fail to be struck 
with the neatness with which wards have been 
finished and the conveniences with which they are 
furnished. — The practitioner of medicine has a 
stomach to be filled, a body to be clothed, and in 
most cases a family to maintain. To do so, there 
must be an adequate income from some source to 
meet the expense of being a part and parcel of the 
general population. But very few medical practi- 
tioners, in this country, begin life with property; 
those who have that advantage rarely trouble them- 
selves about the details of practice — unless it is 
for the purpose of maintaining a family position. 
Physicians are not as successful in the gathering up 
of property as gentlemen of the law, merchants, or 
active, bold, operating mechanics. The fees of law- 
yers are regulated either by special law, bar rules, 
or custom, in a manner that secures to them every 
fraction of their dues. Merchants and mechanics 
most generally, in their bargains, both require and 
give security, without giving offense; but the phy- 
sician goes wherever called, not knowing whether 
he is to be paid or not. His losses, therefore, are im- 
mense in the course of a life of medium length. His 
capital is earning nothing unless he renders a per- 
sonal service. Every physician is satisfied that one 
half of his practice, at least, is utterly lost, and per- 
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haps more. The vulgar impression that the prac- 
tice of medicine is a profitable business is not true 


with the mass of the profession; the number of .. 


physicians who have made themselves rich by 
legitimate practice is so small, as hardly to be recog- 
nized either in town or country. — Valuable as the 
Boston Lying-in Hospital proves to be, its locality 
is exceedingly objectionable, and some effort 
should be made to bring it down into the heart of 
the city, where it should have been placed at first. 
The land might be sold to good advantage, and the 
money expended equally advantageously in the 
purchase of a large, convenient house nearer to the 
center of population. As the patients are not all 
on charity, but pay a small fee, probably their 
number would be quadrupled were the establish 

ment down in town. It would also better accom- 
modate the directors, the physicians, and every 
person, in fact, who has any connection with it. — 
We learn that the Corporation of Harvard Univer- 
sity, since the resignation of Dr. Warren, have ap- 
pointed three new professors, two of whom are to 
be attached to the Massachusetts Medical College in 
Boston, and one to the University at Cambridge. 
The new incumbents are, Oliver W. Holmes, M.D., 
Professor of Anatomy and Physiology (this is called 
the Parkman Professorship of Anatomy and Physi- 
ology in honor of Dr. George Parkman, a distin- 
guished benefactor of the Medical School); John B. S. 
Jackson, M.D., Professor of Pathological Anatomy, 
and Curator; and Jeffries Wyman, M.D., Hersey 
Professor of Anatomy at Cambridge. All the above 
gentlemen are well known to the public as work- 
ing men, who by their own talents and persevering 
industry, have raised themselves to the head of the 
department in science which they are respectively 
to teach. We are gratified that the choice of the 
Corporation has fallen on candidates in whose 
favor we believe the general suffrage of the medical 
profession in Massachusetts would have cordially 
united. — The Philadelphia Medical Examiner be- 
lieves it is now ascertained by numerous experi- 
ments, that sulphuric ether alone possesses the 
virtues claimed for the “letheon” or “compound 
gas.” Since it is generally conceded both in this 
country and Europe, that the patent is invalid so 
the repugnance felt towards any extended notice 
of the matter is removed, and the Examiner will 
from time to time notice the experiments and ob- 
servations made in various parts of the world, con- 
firmatory or otherwise of the good effects of this 
extraordinary agent.— Through the unwearied 
exertions of Joseph W. Ingraham, Esq., an efficient 
member of the Boston Primary School Committee, 
chairs have been introduced into our public schools 
for children. Strange, with the foresight and 
characteristic wisdom of our Puritan forefathers, 
that they should have overlooked the comfort of a 
school seat with a back. Certain it is that backs, 
bones and limbs have more or less been per- 


= 


Vol. 236 


No. 22 


manently injured, and even distorted, in the school 
room, in consequence of the negiect of the proper 
authorities to furnish chairs. Thanks to an en- 
lightened age and the progress of common sense in 
our city, seats have been introduced at last, properly 
constructed. — An impulse is likely to be given to 


a much neglected subject, by the energy of the 


Mass. Agricultural Society. On Friday evening, 
April 16th, a lecture was given in the hall of the 
House of Representatives, in this city, by Dr. 
Warren, on the general anatomy of the horse. We 
cheerfully accord to him the honor of having opened 
a sealed volume in Massachusetts, and thank 
him, too, in the name of humanity, for this kind 


effort to lessen the sufferings of this noble and — 


useful animal. — On Wednesday last, according to 
previous arrangements, the National Medical Con- 
vention assembled in Philadelphia at an early hour, 
and organized for the despatch of business. The 
manner in which the delegates were received by 
the medical profession of Philadelphia was exceed- 
ingly cordial and gratifying. The Convention held 
its daily sessions in the elegant hall belonging to 
the Academy of Natural Sciences, located on Broad 
street. A series of hospitalities characterized the 
intercourse of the representatives with the medical 
gentlemen of Philadelphia, which will not soon be 
forgotten by the former. Dr. Stewart, of New York, 
offered the following resolution on the final day: 
“Resolved, That all unfinished business be referred 
to the American Medical Association about to be 
organized. Resolved, That the Convention do now 
resolve itself into the ‘American Medical Associa- 
tion’ and that the officers of the Convention con- 
tinue to act as officers of the Association until others 
are appointed.” Agreed to. — Extracted from the 
Boston Medical and Surgical Journal, April and May, 
1847. 


R. F. 


NEW HAMPSHIRE 
MEDICAL SOCIETY 


DEATH 


BLACK — James S. Black, M.D., of Nashua, died April 21. 
He was in his seventy-third year. 
Dr. Black received his degree from Dartmouth Medical 


School in 1901. He was a fellow of the American College of 
Surgeons. 


is widow and a daughter survive. 


MASSACHUSETTS DEPARTMENT 
OF PUBLIC HEALTH 


NEW APPOINTMENTS 


Robert E. S. Kelley, M.D., a retired captain of 
the Regular Medical Corps of the United States 
Navy, has been appointed to the Division of Bio- 
logic Laboratories as physician in charge of the 
second mobile unit of the State Blood Donor Pro- 
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gram. During more than twenty-nine years in the 
Navy, Dr. Kelley served as public-health officer of 
Guam and was loaned to the Republic of Haiti for 
public-health work for over two years. 

Walter J. Pennell, M.D., who retired from the 
Navy with the rank of captain after nearly thirty 
years’ service in the Medical Corps, has been ap- 
pointed health officer of the Northeastern District 
of the Massachusetts Department of Public Health. 
During his Navy career, Dr. Pennell served as 
medical officer in command of naval hospitals at 
Trinidad, British West Indies, Parris Island, South 
Carolina, and Newport, Rhode Island. He also 
served as executive officer and consultant in internal 
medicine and lecturer in cardiology, Navy Medical 
School. He is a diplomate of the American Board of 
Internal Medicine. 

Paul Richmond, M.D., formerly a captain in the 
Medical Corps of the United States Navy, has been 
appointed health officer of the Worcester district of 
the Massachusetts Department of Public Health. 
A medical officer in the Navy since 1915, Dr. Rich- 
mond served overseas in New Guinea, Australia and 
the Philippine Islands. 

Mary Carr Baker, A.B., has been appointed per- 
sonnel training co-ordinator of the Massachusetts 
Department of Public Health. Mrs. Baker will 
direct in-service training programs and co-ordinate 
the teaching programs of professional schools, organ- 
izations and other agencies participating in public- 
health teaching. Mrs. Baker was formerly field- 
program supervisor of the Massachusetts Blood 
Donor Program. 

Robert G. Benson has been appointed field- 
program supervisor of the Blood Donor Service of 
the Massachusetts Department of Public Health. 
Mr. Benson will represent the Department in collab- 
orative activities with the American Red Cross and 
community organizations and in arranging for local 
participation in the blood donor program. Mr. 
Benson has wide field experience, having served for 
sixteen years as a food and drug inspector with the 
Massachusetts Department of Public Health. 


CONSULTATION CLINICS FOR CRIPPLED 
CHILDREN IN MASSACHUSETTS UNDER 
THE PROVISIONS OF THE SOCIAL 
SECURITY ACT 


Cuinic Date Curnic CoNSULTANT 
Salem June 2 Paul W. Hugenberger 
Haverhill ae + William T. Green 
Gardner (Worcester June 4 John W. O’Meara 

subclinic) 

owell Via 6 Albert H. Brewster 
Greenfield une 9 Charles L. Sturdevant 
Springfield une 17 Garry deN. Hough, Jr. 
Pittsfield une 18 Frank A. Slowick 
Brockton une 19 George W. Van Gorder 
Worcester une 20 ar W. O’Meara 
Fall River une 23 avid S. Grice 
Hyannis une 26 Paul L. Norton 


Physicians referring new patients to clinics should get in 


touch with the district health officer to make appointments. 


| 
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COMMUNICABLE DISEASES IN 
MASSACHUSETTS FOR APRIL, 1947 


Résumé 
Diseases Apri. Seven-YEAR 
1947 1946 
bid 3 2 2* 
Chicken pox eevee 2657 1751 1286 
EL 46 15 14 
Dysentery, bacillary ........e..00- 7 10 2 
German measles ..........0eeeeeee 102 1191 523 
332 453 368 
Granuloma inguinale .............. 1 0 oF 
.ymphogranuloma venereum ....... 2 1 4* 
+ take 6040.00 1756 8612 4012 
Meningitis, meningococcal.......... 9 14 16 
Meningitis, Pfeiffer-bacillus......... 5 3 2 
Meningitis, pneumococca 3 7 
Meningitis, staphylococcal ......... 0 0 
Meningitis, streptococcal 0 0 
Meningitis, other forms ............ 1 0 
Meningitis, undetermined .......... 2 4 5 
>*neumonia, lobar 203 128 350 
Poliomyelitis ...... 0 2 1 
Salmonellosis .... 16 3 5 
Tuberculosis, pulmonary ........... 288 225 225 
Tuberculosis, other forms........... 18 12 17 
Typhoid fever ........+0eeeeeeeees 3 2 2 
Undulant fever eevee 5 9 4 
Whooping cough ...........eeeeeee 499 476 604 
*Three-year median. 
Five-year median. 
CoMMENT 


The upward trend in the number of cases of diphtheria 
since July of last year has finally halted. The number of cases 
reported in April is approximately half the record for March; 
however, the number of cases is still approximately three 
times as great as in April, 1946 and three times the seven- 
year median. This drop was partly due to the usual seasonal 
decline, but undoubtedly the active immunization programs 
that have been conducted throughout the Commonwealth 
during the past few months are having an effect. 

he drop in the number of cases of measles and German 
measles noted last month was more marked in April, both 
pane ag being much below the seven-year median for the 
month. 

Scarlet fever showed a marked at ape being half the 
number of cases reported for April, 1946, and one third the 
seven-year median. 

Diseases above the seven-year median for the month are 
chicken pox, bacillary dysentery, typhoid fever and un- 
dulant fever. 

Below the seven-year median are dog bite, mumps, lobar 
pneumonia, poliomyelitis and whooping cough. 


GEOGRAPHICAL DistrIBUTION OF CERTAIN DISEASES 


Actinomycosis was reported from: Springfield, 1; total, 1. 

as <a was reported from: Arlington, 1; Boston, 17; 
Brookline, 1; Cambridge, 9; Canton, 1; Chelsea, 1; Everett, 
1; Framingham, 1; Hinsdale, 1; Lowell, 2; Lynn, 2; Malden, 
2; Medford, 2; Rockland, 1; Saugus, 1; Stoneham, 1; Wake- 
field, 1; Worcester, 1; total, 46. 

Dysentery, amebic, was reported from: Fitchburg, 1; 
New Bedford, 1; total, 2. 

Dysentery, bacillary, was reported from: Boston, 1; Mel- 
rose, 1; Worcester, 5; total, 7. 

Malaria was reported from: Boston, 1; Medford, 1; Rayn- 
ham, 1; total, 3. 

Meningitis, meningococcal, was reported from: Boston, 3; 
Cambridge, 1; Fall River, 1; Holbrook, 1; Lenox, 1; Somer- 
ville, 1; Wakefield, 1; total, 9. , 

Meningitis, Pfeiffer-bacillus, was reported from: Framing- 
ham, 1; Lynnfield, 1; Seekonk, 1; Worcester, 2; total, 5. 

snag, pneumococcal, was reported from: Ashland, 1; 
Haverhill, 1; Springfield, 1; total, 3. 

as atom other forms, was reported from: Boston, 1; 
total, 

aonmngyeth undetermined, was reported from: Cambridge, 
2; total, 2. 

‘Salmonellosis was reported from: Boston, 3; Chicopee, 1; 
Holyoke, 1; Ludlow, 1; Lynn, 1; Palmer, 1; Salem, 1; West 
Bridgewater, 3; Worcester, 4; total, 16. 
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Septic sore throat was reported from: Amesbury, 1; 
Boston, 10; Everett, 1; Grafton, 2; Haverhill, 1; Medford, 1; 
Merrimac, 2; total, 18. 

— was reported from: Attleboro, 2; Boston, 4; 
total, 6. 

Typhoid fever was reported from: Beverly, 1; Boston, 1; 
Watertown, 1; total, 3. 

Undulant fever was reported from: Auburn, 1; Lancaster, 1; 
Worcester, 3; total, 5. 


BOOK REVIEWS 


Neurosis and the Mental Health Services. By C. P. Blacker, 
M.A., M.D., F.R.C.P: With a foreword by Sir Wilson 
Jameson, K.C.B., M.A., M.D., LL.D., F.R.C.P. 8°, cloth, 
218 pp., with 56 tables. New York: Oxford University Press, 
1946. $5.00. 

This book is a review of present-day thinking and plannin 
for psychiatry in England. It is a report of a serious an 
systematic survey of current problems and trends worked out 
in the careful and methodical way for which civil commissions 
in the British Isles are famous. It contains a great mass of 
detailed information and much discussion of nearly every 
phase of mental health so far as it is the responsibility of men- 
tal health services and also certain essential points and con- 
clusions that are worth noting. 

In the first place, between 1938 and 1942, there was an in- 
crease in the numbers and proportions of neurotic wat 
seen at two hundred and sixteen psychiatric clinics in England 
and Wales. The investigators who undertook this study came 
to the conclusion that this phenomenon did not represent a 
real increase of neurosis attributable to the war but rather a 
growing use of the country’s psychiatric services by general 
practitioners; they believed that it might have occurred in 
the absence of war. Secondly, cases of neurosis attributed by 
psychiatrists to the effects of air raids were astonishingly few. 
And, finally, one of the most significant facts revealed is the 
marked disparity in the psychiatric services available in 
different parts of the country. The best facilities were found 
in London and the poorest in Wales. 

The original purpose of this survey was to throw light on 
how the outpatient psychiatric services had been affected by 
the war. It was carried out by thirty-three investigators, who 
carefully combed the eleven civil defense regions of England 
and Wales for facts. Indoing this they concerned themselves 
primarily with outpatient services. Psychiatric wards and 
child-guidance services were not included. Thus, the report 
deals with ambulatory cases of psychoneurosis for the 
most part, and relatively little emphasis is given cases re- 

uiring inpatient facilities and institutional care, which are 
Seale with regularly in the annual reports of the mental hos- 
pitals, whereas this report is the first of its kind published since 
the war and one of the few ever published. 

The book is a valuable source of well documented facts and 
unique as an up-to-date volume for reference. 


Modern Development of Chemotherapy. By E. Havinga, H. W: 
Julius, H. Veldstra and K. C. Winkler. 8°, paper, 175 pp., 
with 31 illustrations and 8 tables. New York: Elsevier 
Publishing Company, Incorporated, 1946. $3.50. 

Research in Holland continued intensively in all directions 
during World War II, and this monograph reviews the work 
done in the field of chemotherapy during the war period 
ending on V. E. Day. The review is necessarily confined to 
material published in Dutch periodicals, since reports from 
other countries were not available. The work is confined to 
the sulfonamides and is divided into the following sections: 
mechanism of the action of the sulfonamides cos. of para- 
aminobenzoic acid; chemical investigations devoted to the 
synthesis and activity of sulfanilamide derivatives and re- 
lated compounds; and pharmacologic, immunologic and 
clinical investigations. The last chapter, by J. J. Duyvené 
de Wit, discusses a new drug “Expansine.” he the section on 
chemistry is given a tabular list of seventy-three synthetic 
compounds with their chemical structure and activity. To 
each special section is appended a list of references of the work 
of Dutch authors published at home and abroad. The ma- 
terial is well organized and well published in every way. The 
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volume is one of a projected series entitled Monographs on 
the Progress of Research in Holland. It should be in every 
reference medical collection. 


one Cardan. By James Eckman. 
altimore: Johns Hopkins Press, 1946. 


During the Renaissance and for an additional period of 
about a hundred years the University of Padua numbered 
among its students and professors such great persons as 
Thomas Linacre, Vesalius, Copernicus, Georgius Agricola, 
William Harvey, Galileo and many others, including Cardan. 
The author has made an analytical study of the life and times 
of Cardan — physician, mathematician and scientist — based 
on his works and on the mass of writings of the commentators 
of Cardan; no unfavorable testimony has been suppressed. 
A list of three hundred and thirty-five references cited in the 
text concludes the work. Although the works of Cardan are 
noted throughout the text, it is to be regretted that a bibli- 
ography of his published writings was not included in the dis- 
sertation. The great and now scarce Opera, published in ten 
volumes at Lyon in 1663, should be in all large medical his- 
tory collections. Likewise, this analytical dissertation by 
Eckman should be in all medical-history collections. 


4°, paper, 120 pp. 
$2.00. 


Dentistry: An agency of health service. By Malcolm W. Carr, 
D.D.S. Studies of the New York Academy of Medicine. 
Committee on Medicine and the Changing Order. 8°, cloth, 
216 pp. New York: The Commonwealth Fund, 1946. $1.50. 
_ This monograph presents a comprehensive picture of den- 
tistry in the United States, including its history and de- 
velopment, present activities and problems and some indica- 
tions of future trends. The work is divided into six parts: 
history, education, practice, research, socioeconomic aspects 
and a summary and conclusions. A short preliminary chapter 
is devoted to the present status of organized dentistry. The 
chapter on history covers the period from ancient E ypt 
to the present time, with emphasis on American assenaes - 
ments. Education is discussed under the topics of predental 
education, curriculum, graduate education and hospital in- 
ternships and residencies. Dental practice is divided into 
practice in general, including the hygienist, the assistant and 
the laboratory technician, licensure and control and special- 
ization; hospital service; dentistry in industry; public-health 
dentistry; dentistry in rural areas; dentistry for Negroes; 
preventive dentistry; and national dental legislation. The 
section on public-health dentistry, which discusses dentistry 
in public schools, is too short and sketchy and could have been 
amplified with benefit to all persons interested in this phase of 
public-health service. 

The material is logically arranged, but the treatment is 
uneven and somewhat sketchy in parts. Likewise, the lists 
of references appended to the topics are uneven in distribution, 

iving the impression that portions of the literature have 

n inadequately covered. The monograph should prove 

useful to all interested persons, however, and should be in all 
medical libraries as a reference source. 


Muscle Testing: Techniques of manual examination. By 
Lucille Daniels, M.A., Marian Williams, M.A., and Catherine 
Worthingham, M.A. 4°, paper, 189 pp. Designed and 
illustrated by Harold Black with 349 diagrammatic line 
drawings. Philadelphia and London: W. B. Saunders Com- 
pany, 1946. $2.50. 

Students, physical therapists and physicians interested in 
pene medicine, orthopedics and neurology will find this 

k a useful reference and valuable teaching aid. Note- 
worthy features are the numerous and excellent drawings 
and the organization of the material. In addition to clear ex- 
planations of the technic of manual strength tests of all the 
major muscles, there is assembled on p be same page the 
_ normal range of joint motion, the origin and insertion of 
rime movers, with anatomical diagrams, and the innervation 
y peripheral nerves and spinal-cord segments. 


Complete Handbook on State Medicine. By J. Weston Walch. 
7 oo, 170 pp. Portland, Maine: J. Weston Walch, 1946. 


The national high-school debating topic for the school 
year 1946-1947 is state medicine, defined as medicine sup- 
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enig: by federal, state or local government. This hand- 
ook is primarily designed for high-school debaters and covers 
both sides of the question. The general and medical litera- 
ture on the subject has been examined, and three hundred and 
forty-seven quotations for the affirmative and three hundred 
and forty-four for the negative comprise a large part of the 
text. The preliminary chapters discuss the question in general, 
including the history of medical plans in the United States and 
abroad. Although the author believes that a bill similar to 
the Murray—Wagner-Dingell Bill will not be passed by the 
next Congress, such matters will prove to be of great concern 
to the medical profession when che next economic depression 
occurs, unless voluntary medical plans become prevalent be- 
fore that time. Mr. Walch is well known in educational 
circles, having written debate handbooks on the national and 
college debate questions since 1926. The material is well or- 
ganized for its purpose and should prove of value to all medi- 
cal libraries po physicians and other persons interested in the 
subject, since it provides six hundred and ninety-one direct 
references to the topic. 


Injury and Death under Workmen's Compensation Laws. 
By Samuel B. Horowitz, A.B., LL.B. Second printing. 8°, 
cloth, 486 pp. Boston: Wright and Potter Printing Com- 
pany, 1946. $6.00. 

The first printing, in September, 1944, of this authoritative 
treatise on workmen’s compensation was exhausted early, 
necessitating this second printing. The work is divided into 
four parts. The first, third and fourth deal with the his- 
torical and legal aspects of the subject. The second part — on 
personal injury by accident arising out of and in the course of 
employment — should prove valuable to all physicians and 
surgeons who come into contact with cases of injury and com- 
pensable diseases. This book should be in all medical libraries 
and in the libraries of surgeons and physicians interested in 
the subject. 
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The receipt of the following books is acknowledged, 
and this listing must be regarded as a sufficient return 
for the courtesy of the sender. Books that appear to be 
of particular interest will be reviewed as space permits. 
Additional information in regard to all listed books 
will be gladly furnished on request. 


Demonstrations of Physical Signs in Clinical Surgery. By 
Hamilton Bailey, F.R.C.S. (Eng.), F.I.C.S., Surgeon, Royal 
Northern Hospital, London, surgeon and urologist, County 
Hospital, Chatham, and senior surgeon, St. Vincent’s Clinic 
and Italian Hospital. Tenth edition revised. 8°, cloth, 375 
pp., with 573 illustrations. Baltimore: Williams and Wilkins 
Company, 1946. $7.00 Printed in Great Britain. 

This excellent manual first published in 1927 has enjoyed 
a great popularity. Ten editions and seven reprints have so 
far been necessary. The book has been translated into Spanish 
and Portuguese, and Italian and Greek translations are in 
active preparation. The manual has been thoroughly revised 
and is intended for the use of students and interns. The 
material is well arranged, and the text well printed with a 
good readable type on good paper. The illustrations are 
excellent. An adequate index concludes the volume. The 
price seems excessive. 


Health Instruction Yearbook, 1946. Compiled by Oliver E. 
Byrd, Ed.D., associate professor of hygiene, Stanford Uni- 
versity. 8°, cloth, 399 pp. Stanford University: Stanford 
University Press, 1946. $3.00. 

This volume is the fourth of a series first published in 1943. 
It comprises abstracts of three hundred and eighty-four 
articles appearing in the current literature. The compiler in 
assembling the abstracts read fifteen hundred and twelve 
articles in various scientific, medical, statistical and public- 
health journals. The material covers the whole field of 
ublic health in its various aspects, and a new chapter on 
international health has been added to this issue. The 


abstracts are numbered, and a complete list of references, 
as well as author and subject indexes, is appended to the 
text. The abstracting is well done, and the book well printed 
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with a good large type on soft paper. The whole series of 
volumes, 1943-1946, is recommended for medical and public 
libraries and should prove of value to all persons interested 
in public health. 


Hospital Care of the Surgical Patient: A surgeon’s handbook. 
With an appendix, “The Treatment of Wounds.” By George 
Crile, Jr., M.D., surgeon, Cleveland Clinic; and Franklin L. 
Snively, Jr., M.D., assistant surgeon, Cleveland Clinic. With 
a foreword by Evarts A. Graham, M.D., Bixby Professor of 
Surgery, Washington University School of Medicine, Saint 
Louis. Second edition. 8°, cloth, 288 pp., with 25 illustra- 
tions. Springfield, Illinois: Charles C Thomas, 1946. $3.50. 

This manual, which is written primarily for the young 
surgeon about to begin graduate study of surgery, combines 
in a small volume the clinical, physiologic and technical prin- 
ciples important in the care of the surgical patient. The 
work is divided into the following sections: physiologic prin- 
ciples, surgical complications, preparation of the patient for 
Operation, postoperative care, technic of hospital procedures 
and treatment of wounds. There is an important chapter on 
the relations of the house officer to the patient and his rela- 
tives, and to the hospital and department personnel. This 
manual should prove useful to the young surgeon. 


Textbook of Medical Treatment. By various authors. Edited 
7 D. M. Dunlop, B.A. (Oxon.), F.R.C.P. (Edin.), M.R.C.P. 
(Lond.), professor of therapeutics and clinical medicine, 
ene of Edinburgh, and physician, Royal Infirmary, 


Edinburgh; and L. S. P. Davison, B.A. (Camb.), M.D., 
F.R.C.P. (Edin.), F.R.C.P. (Lond.); and J. W. McNee, 
D.S.O., D.Sc., M.D. (Glas.), F.R.C.P. (Edin.), F.R.C.P. 


(Lond.). Fourth edition. 8°, cloth, 923 
Williams and Wilkins Company, 1946. $5.00 


This popular treatise written by a number of English 
authorities, first published in 1939, has been completely 
revised and brought up to date. The format has been changed 
by enlargement in the size of the page, resulting in a reduc- 
tion in the number of pages by about 25 per cent although 
the amount of text has been slightly increased. A new chapter 
on penicillin has been added. The sections on venereal dis- 
eases and diseases of the thyroid gland have been almost 
entirely rewritten, and the chapter on diseases of the respira- 
tory system has been extensively revised. A postscript con- 
tains a short account of DDT as a means of preventing trop- 
ical diseases. A valuable appendix comprises a table of 
official preparations with their proprietary names. Emphasis 
has been placed on general management in therapy rather 
than on a mere enumeration of drugs and other therapeutic 
agents. A comprehensive index concludes the volume, which 
is well published in every way. The material is of necessity 
‘condensed, but the book should prove valuable as a reference 
work because of the view it gives of British therapeutics. 


pp. Baltimore: 


Le malattie del sangue: manuale per medici student. By 
Adolfo Ferrata, Clinico Medico della Universita di Pavia. 
8°, cloth, 751 pp., with 289 illustrations, of which 112 are 
colored, and colored plates. Milano: Societa Editrice 
Libraria, 1946. 


This special treatise is based on an experience of over 
forty years in the study of hematology by the late Professor 
Ferrata. The whole subject is covered, including the blood 
and blood-forming organs. The material is well organized, 
and a simple classification is used. The first chapter is on 
the morphology, genesis and physiology of the blood, includ- 
ing sections on blood-grouping and the velocity of sedimenta- 
tion of erythrocytes. This is followed by chapters on the 
anemias, leukemias, hemorrhagic diatheses, malignant granu- 
loma, mononucleosis, reticulosis, polyglobulism and_poly- 
cythemia, diseases of the spleen and cytologic alterations of 
the blood in infectious diseases, with a chapter on the technic 
of blood research. good index concludes the volume. 
The text is well printed with a good type. The color illustra- 
tions are excellent. This book reflects the best Italian prac- 
tice and should be in all large medical libraries and in special 
collections on the blocd. 
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Hygiene: A textbook for college students on physical and mental 
health from personal and public aspects. By Florence L. 
Meredith, M.D. 
a Philadelphia: Blakiston Company, 1946. 


This standard textbook, first published in 1926 and last 
revised in 1941, has been entirely reset and revised to include 
the advances in knowledge of the past five years. The mate- 
rial has been rearranged with the objective of dividing the 
subject into its logical major divisions. It is expected that 
this new arrangement will afford the student the opportunity 
of seeing the whole field of health as a unit and of evaluating 
its various separate fields. The material is well arranged, 
and the text is well printed with a good type on good paper. 
The illustrations are adequate for their purpose. The k 
is recommended for all educational and public libraries and 
ote be useful as a ready reference source in medic 
ibraries. 


Digitalis and Other Cardiotonic Drugs. By Eli Rodin Movitt, 

.D., internist, Veterans Administration Facility, San Fran- 
cisco. 8°, cloth, 204 pp., with 12 figures and 9 tables. New 
York: Oxford University Press, 1946. $5.75. 

In this monograph the author has brought together all 
the available literature on digitalis and its glycoside deriva- 
tives, as well as on strophanthus, squill and cardiotonic 
agents of plant and animal origin. The two botanical species 
of digitalis —folium and lanata — are discussed at length in 
their physiologic, pharmacologic, toxic and clinical aspects. 
Digilanid, lanatoside C and digoxin, derivatives of the /anata 
species, are considered at length. A special chapter is devoted 
to strophanthin, the active principle of strophanthus, and 
another to squill and its derivatives. Thevetin and bufotalin, 
a toad poison, as well as other glycosides of plant origin, are 
briefly considered. The author discusses the relative merits 
of the various substances and their clinical indications. 
bibliography is appended to each chapter. The text is well 
printed with a good type on good paper. The monograph is 
recommended for all medical libraries and should be of value 
to physicians interested in heart disease. 


The New Science of Surgery. By Frank G. Slaughter, M.D. 
8°, cloth, 286 pp. New York: Julian Messner, 1946. $4.00. 

Dr. Slaughter has written an interesting narrative for the 
layman on the recent advances in surgery. He discusses 
shock, anesthesia, penicillin and the sulfonamides, operations 
on the chest, pancreas, brain and heart, vascular surgery, 
treatment by cold, burns, plastic surgery of the face, psycho- 
somatic surgery and cancer. This volume is recommended 
for public libraries and as light reading for medical students. 


Modern Dermatology and Syphilology. By S. William Becker, 
M.D., clinical professor of dermatology, University of 
Chicago School of Medicine; and Maximilian E. Obermayer, 
M.D., clinical professor and chairman, Department of Der- 
matology, University of Southern California School of 
Medicine. Second edition. 4°, cloth, 1017 pp., with 461 
illustrations and 37 color plates. Philadelphia: J. B. Lippin- 
cott Company, 1947. $18.00. 

This treatise has been revised and brought up to date. 
The use of Dioxan, penicillin and the sulfonamides is dis- 
cussed. The chapters on therapy and pigmentary dermatoses 
have been enlarged. The chapter on trophic and deficiency 
diseases has been completely rewritten to reflect the advances 
in vitamin therapy. There are new chapters on leprosy and 
tropical diseases. In the newly revised section on syphilis 
the vaiue of quantitative serologic and verification tests 
for diagnosis, rapid treatment methods and the use of penicil- 
lin are discussed. A classification chart has been appended 
to the chapter on cutaneous diseases due to animal organ- 
isms. The text is well printed with a good type in a two- 
column format, but the weight is much too leave for the 


volume to be easily handled. All color plates are tipped in, 
and a lighter paper could have been used to advantage. The 
book is recommended for all medical libraries. 


Fourth edition. 8°, cloth, 838 pp., with | 


— 
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Pharmacology and Therapeutics. Originally written by Arthur 
R. Cushny, M.A., M.D., LL.D., F.R.S. By Arthur Groll- 
man, Ph.D., M.D., professor of medicine and chairman, 
Department of Experimental Medicine, and professor of 

harmacology and chairman, Department of Physiology and 

harmacology, Southwestern Medical College, attending 
physician, Parkland Hospital, and consultant in internal 
medicine, Baylor University Hospital; and Donald Slaughter, 
M.D., dean of University of South Dakota School of Medical 
Sciences. Thirteenth edition, thoroughly revised. 8°, cloth, 
74 illustrations. Philadelphia: Lea and Febiger, 


This standard reference book, first published in 1899, has 
been thoroughly revised and brought up to date by the new 
authors. aterial in the fields of chemotherapy, endo- 
crinology and the vitamins has been incorporated, and some 
of the older out-of-date material has been deleted. The 
present edition is in accord with the U.S.P.XII and the 
British Pharmacopoeia, 1932. <A list of selected references 
is appended to each chapter. A comprehensive index con- 
cludes the volume. The book is well published and is recom- 
mended for all medical libraries and allied libraries; it should 
prove useful as a reference book for the physician and the 
medical student. 


Office Endocrinology. By Robert B. Greenblatt, M.D., C.M.., 
Some of endocrinology, University of Georgia School of 

edicine, and director, Sex Endocrine Clinic, University 
Hospital, Augusta, Georgia. With a foreword by G. Lom- 
bard Kelly, M.D., dean, University of Georgia School of 
Medicine.Third edition. 8°, cloth, 302 pp., with 58 figures, 
2 color plates and 20 tables and charts. gringfield, Illinois: 
Charles C Thomas, 1947. $4.75. 


This edition of a standard book has been enlarged and 
revised to date. It is intended for the busy, general practi- 
tioner and is written accordingly with emphasis on treat- 
ment. The material is well organized and considered under 
female and male endocrinology and hormonology. The chap- 
ters are short and concise, and a short list of pertinent refer- 
ences is appended to each. The volume is well published in 
the usual Thomas style. The various separate sets of num- 
bers of figures and tables for each chapter are confusing and 
not good for reference purposes. (Consecutive numbering 
throughout the volume is more satisfactory for general use.) 
The usefulness of the work is attested by its popularity, re- 
quiring three editions and one extra printing since its first 
publication in 1941. 


The Story of Human Birth. By Alan Frank Guttmacher, M.D., 
associate professor of obstetrics, Johns Hopkins University 
School of Medicine, visiting obstetrician, Johns Hopkins 
Hospital, and chief in obstetrics, Sinai Hospital, Baltimore. 
12°, paper, 214 pp., with 7 illustrations. New York: Pen- 
guin Books, Incorporated, 1947. 25 cents. 

Originally published in 1937 by the Viking Press under 
the title Into This Universe, the text has been cut and con- 
densed from the original but has been revised and brought 
up to date for this popelar pocket edition. The presentation 
is sound, the material well organized, and the text written 
in plain language for the laity. Appended to the text is a 
list of books for recommended reading. This list may have 
been suitable for the original edition of 1937 but seems out 
of place in this inexpensive issue. It is incongruous to sug- 
gest the reading of Paré, Mauriceau, Guillimeau, Roesslin 
and Raynalde in the early rare English editions, obtainable 
only in large medical libraries. Also, the technical references 
to dystocia, the embryo, various aspects of labor and the 

uerperium, even in the German language, are out of place 
in this type of book. 

Of late years there has been a decided improvement in 
the standard of medical books written for the "inva public. 
More and more physicians of high professional standing are 
writing such books, providing a decided contrast to the low 
standard of popular output of the past decade. 


Practical Physiological Chemistry. By Philip B. Hawk, Ph.D., 
Food Research Laboratories, Incorporated; 


ernard L.. Oser, Ph.D., director, Food Research Laboratories 
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Incorporated; and William H. Summerson, Ph.D., associate 
professor of biochemistry, Cornell University Medical College. 
Twelfth edition. 8°, cloth, 1323 pp., with 329 illustrations. 
Philadelphia: Blakiston Company, 1947. $10.00. 


This standard textbook, which was first published in 1907, 
has enjoyed a continuous existence of forty years, and for 
this twelfth edition the subiect matter has been completely 
brought up to date in the light of present-day knowledge. 
Many chapters have been entirely rewritten, and much new 
material added, including sections on the polarograph, 
isotopes, sulfonamides, metabolic antagonists and anti- 
biotics, vitamins, Warburg tissue-slice procedure, photo- 
metric analysis, electrophoretic fractionation of plasma pro- 
teins and composition of foods. any new quantitative 
procedures for blood and urine analysis have been added. 
Obsolete and minor material has been deleted. The text 
is well arranged and well documented with tables and formu- 
las. A short pertinent bibliography is appended to each 
chapter. A comprehensive index concludes the volume. 
The book is well published in every way, and the publishers 
are to be congratulated on the use of a light-weight but sub- 
stantial paper for such a large volume. ‘The book is recom- 
mended for all medical libraries and for the libraries of all 
physicians and others interested in the subject. 


The Lung. By William Snow Miller, M.D., Sc.D. Second 
edition. 8°, cloth, 222 pp., with 168 illustrations. Spring- 
field, Illinois: Charles C Thomas, 1947. $7.50. 


In this second edition of his authoritative monograph on 
the structure of thé lung, Dr. Miller has not made any funda- 
mental changes in the text. Some additional illustrations 
have been added. The results of Professor O. Larsell’s studies 
on the nerves of the visceral pleura have been incorporated 
in the chapter on the pleura. — the period between the 
publication of the first edition in 1937 and the present edition 
the author has not found any reason for changing his opinion 
that there is an epithelium lining the alveoli of the lung and 
that it is continuous, although some investigators think dif- 
ferently. A long bibliography is appended to the text. The 
type, printing and illustrations leave nothing to be desired. 
The publisher has surpassed his usual high standard of pub- 
lication. The monograph is recommended for all medical 
eoeaaee and to all physicians and others interested in the 
ungs. 


Gynecological and Obstetrical Pathology: With clinical and 
endocrine relations. By Emil Novak, M.D., Sc.D. (hon., 
Dublin), associate in gynecology, Johns Hopkins Univer- 
sity School of Medicine; and gynecologist, Bon Secours and 
St. Agnes hospitals, Baltimore. Second edition. 8°, cloth, 
570 pp., with 545 illustrations, 15 in color. Philadelphia: 
W. B. Saunders Company, 1947. $7.50. 

This standard work has been revised to include advances 
since the publication of the first edition in 1938. Over a 
hundred new illustrations have been added, and the selective 
bibliographies have been brought up to date. The volume is 
well published in every way. ‘The art work is excellent. This 
authoritative text is recommended for all medical libraries. 


Science Digest Reader. A selection of outstanding articles 
published in Science Digest during the past ten years. 8°, 
cloth, 310 pp. Chicago: Windsor Press, 1947. $3.00. 

This collection of articles originally condensed and pub- 
lished in Science Digest contains many of medical interest, 
including those on health, personal and mental hygiene, com- 
mon diseases, diet, drugs and anesthesia. The general scien- 
tific articles on atomic energy, rockets and jet planes, radar, 
the weather and other topics are informative and interesting. 
The book is well published and should prove useful as light 
reading in any medical-history collection. 


A Surgeon’s Domain. By Bertram M. Bernheim, M.D., 
associate professor of surgery, Johns Hopkins University 
School of Medicine, and visiting surgeon, Johns Hopkins 
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Hospital and Union Memorial Hospital. 8°, cloth, 253 pp. 
revi ry W. W. Norton and Company, Incorporated, 

In this popular book, Dr. Bernheim, noted for his work on 
transfusion and the vascular system, writes about surgery 
and surgeons on the basis of his own life and experiences. 
story is written in a charming narrative style covering various 
aspects of the practice of surgery and high lighting the daily 
life, trials and tribulations of the surgeon. This narrative 
should find a place in the libraries of surgeons and in collec- 
tions of light reading for medical students and in medical- 
history collections. 


Principles and Practice of Obstetrics. By Joseph B. De Lee, 
M.D., and J. P. Greenhill, M.D., attending obstetrician and 
gynecologist, Michael Reese Hospital, obstetrician and 
Here associate staff, Chicago Lying-In Hospital, 
chairman, Department of Gynecology, Cook County Hos- 
ital, and professor of gynecology, Cook County School of 

edicine. Ninth edition. 4°, cloth, 1011 pp., with 1108 
illustrations, 211 in color. Philadelphia: w. B. Saunders 
Company, 1947. $10.00. 

This authoritative treatise, first published in 1913 by 
the late Dr. De Lee, has been thoroughly revised and prac- 
tically rewritten by Dr. Greenhill. New chapters have been 
added on minor disturbances of pregnancy, premature labor, 
a ke pregnancy or post-maturity and missed labor, 
etal erythroblastosis, care of premature babies, circum- 
cision and pemphigus neonatorum. The chapters on physi- 
ology of the fetus and ante-partum and post-partum care 
have been replaced by new ones. Additional material has been 
added to the subject of analgesia and anesthesia, including 
detailed information on direct, local and _ infiltration 
anesthesia, and caudal anesthesia. New material has been 
added to the sections on diseases of the blood and on sur- 
gical operations. New material has also been incorporated 
in the chapters on hyperemesis gravidarum, toxemias of 
pregnancy, post-partum hemorrhage, placenta previa, abrup- 
tio placentae, placenta accreta and acute and chronic infec- 
tious diseases complicating pregnancy. Detailed information 
is given on the use of epuiciiiin and the sulfonamides, and the 
importance of German measles in obstetrics is emphasized. 

Many new illustrations have been added, and a bibli- 
ography covering all references in the text is appended to 
each chapter. The illustrations are excellent, the text is 
well printed with a good type on good paper. A good index 
concludes the volume. This book is recommended for all 
medical libraries and the libraries of physicians practicing 
obstetrics. 


NOTICES 


JOSEPH H. PRATT 
DIAGNOSTIC HOSPITAL 


30 Bennet Street, Boston 
Lecture Hall, 9-10 a.m. 


Mepicat CoNFERENCE PROGRAM 
Wednesday, June 4— Chemotherapy of Hodgkin’s Disease 
and Leukemia. Dr. Louis Weisfuse. 
Friday, June 6 —JIntracranial Aneurysms. Dr. William 
wect. 
Wednesday, June 11 — Treatment of Hyperthyroidism. Dr. 
Willard Vander Laan. 
Friday, June 13 — A Summary of Congenital Heart Disease. 
r. Sidney Farber. 

Wednesday, 18 — Pediatric Con- 
ference. Drs. James M. Baty and H. E. MacMahon. 
Friday, June 20 — Hormonal Alteration of Advanced Car- 

cinoma of the Breast. Dr. Ira Nathanson. 
Wednesday, June 25 — Reginald Heber Fitz’s Contribution 


to Acute Appendicitis and Acute Pancreatitis. Dr. 
Hyman Morrison. 
Friday, June ewer and Management of Hemo- 


globinuric Nephrosis. Dr. C. H. Burnett. 

On Tuesday and Thursday mornings, Dr. S. J. Thann- 
hauser will give medical clinics on hospital cases. On Saturday 
mornings, clinics will be given by Dr. William Dameshek. 
Medical rounds are conducted each weekday by members of 
the staff from 12:00 to 1:00 in the lecture hall. 

All exercises are open to the medical profession. 
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NEW ENGLAND HOSPITAL FOR 
WOMEN AND CHILDREN 


The monthly clinical conference and meeting of the staff ~~ 


of the New England Hospital for Women and Children will 
be held on Thursday, June 5, at 7:15 eg in the classroom 
of the Nurses’ Residence. Dr. Allan M. Butler will discuss 
the subject “Parenteral Fluid Therapy with Potassium Ion 
Solution.” Dr. Eleanore C. Zaudy will be chairman. 


NORTON MEDICAL AWARD 


W. W. Norton and Company is again offering the Norton 
Medical Award for book manuscripts written for the lay 
public by professional workers in the field of medicine. The 
terms of the award have been slightly altered. The pub- 
lishers now set no final closing date for the submission of 
manuscripts, which may be submitted at any time, the award 
not being limited to any one year. The Norton Medical 
Award offers $5000 as a guaranteed advance against royalties. 
Either complete manuscripts or a detailed table of contents 
together with one hundred pages of manuscript may be sub- 
mitted. A descriptive folder giving full details of the terms 
of the award may be secured on request from the publishers, 
W. W. Norton and Company, Incorporated, 101 Fifth Avenue, 
New York 3, N. Y. 

Books that have previously won the Norton Medical Award 
are The Doctor’s Job, by Carl Binger, M.D., Doctors East, 
Doctors West, by Edward H. Hume, M.D., and 4 Surgeon’s 
Domain, by Bertram M. Bernheim, M.D 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston DisTRICT FOR THE WEEK BEGINNING 
Tuurspay, JuNE 5 
Tuurspay, June 5 
7:15 p.m. Clinical Conference and Staff Meeting. Nurses’ Resi- 
dence, New England Hospital for Women and Children. 
Fripay, June 6 
*9:00-10:00 a.m. Intracranial Aneurysms. 
Joseph H. Pratt Diagnostic Hospital. 
*10:00 a.m.-12:00 m. Medical Staff Rounds. 
Hospital. 
Monpay, June 9 
p.m. Clinicopathological Conference. Peter Bent Brigham 
ospital. 


Dr. William Sweet. 


Peter Bent Brigham 


Tuespay, June 10 


*12:15-1:15 p.m. Clinicoroentgenological Conference. Peter Bent 
Brigham Hospital. 
Wepnespay, JuNE 11 
*9:00-10:00 a.m. Treatment. of Hyperthyroidism. Dr. Willard 
Vander Laan. Joseph H. Pratt Diagnostic Hospital. 
*11:00 a.m.-12:00 m. Medical Clinic. Amphitheater, Children’s 


Hospital. 
*12:00 m. Clinicopathological Conference. (Children’s 
Amphitheater, Peter Bent Brigham Hospital. 
*2:00-3:00 p.m. Combined Clinic by the Medical, Surgical and Ortho- 
pedic Services. Amphitheater, Children’s Hospital. 


Hospital.) 


*Open to the medical profession. 


June 1-7. American Board of Obstetrics and Gynecology. Page 772, 
issue of May 15. 


June 4-27. Medical Conference Program. Joseph H. Pratt Diagnostic » 


Hospital. Notice above 
June 5. New England Hospital for Women and Children. Notice above, 


June 5-8. American College of Chest Physicians. Page 418, issue of 
March 13. 


June 6-8. American Heart Association. Page xvii, issue of May 8. 


June 7 ann 8. American Society for the Study of Sterility. Page 304, 
issue of February 20. 


‘ Mp a 9-13. American Medical Association. Page 698, issue of Novem- 
er 7. 


June 11. 
April 24. 

June 11. Tufts Medical Alumni Dinner. Page 646, issue of April 24. 

June 16-18. New England Health Institute. Page 816, issue of May 22. 


i 30-Juty 3. American Urological Association. Hotel Statler, 
uffalo. 


SEPTEMBER 


issue of April 

SertemBer 2-7. International Cancer Research Congress. Page 340, 
issue of February 27. 

SerpremBer 8-12. Third American Congress on Obstetrics and Gyne- 
cology. Page 340, issue of February 27. 

eo. 6-10. American Public Health Association. Page 456, issue 
arc 


Harvard Medical Alumni Association. Page 646, issue of 


4. American Congress of Physical Medicine. Page 610, 


May 29, 1947 . 
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